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In treating peptic ulcer it is important — 


‘I To Neutralize And KOLANTYL 

“ includes a superior antacid combination (magnesium 
oxide and aluminum hydroxide, also a specific anti- 
peptic) for two-way, balanced antacid activity. 


To Protect The Grater. And KOLANTYL includes 
a superior demuleent (methylcellulose, a synthetic 
mucin) which forms a’ proteetive coating over ulcer- 
ated mucosa. 


To Block Spasm-And KOLANTYL. includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth musele and parasympathetic depres- 
sant qualities... without backfire.”’ 


but only 


the important 


Inactivation of Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory research 
‘2,3 and clinical studies* indicate that lysozyme is one 
of the etiologic agents:of peptic ulcer. By inhibiting 
or =inactivating lysozyme, KOLANTYL—and ONLY 
fs KOLANTYL—imeludes the important 4th factor 
( Merrell _ toward more complete control of peptic ulcer. 


NewYork CINCINNATL Toronto DOSAGE: Two tablets every three hours as 


1. Mever. K. Am.J. Med. 5:482.1948, needed for relief; Mildly minted Kolantyl! tablets 


2, Wang, KJ. and Groscman, ML. Am.J.Phys, 155:476,1948, . 


4. Hufford, ALR. Rev. of Gastroenterology. Aug., L951. 
Trade-marks Kolantyl,””  Bentyl” Hydrochloride 
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Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 


22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 
Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 


Chrome, 
Resistant 


RELIEF OF SYMPTOMS 
(Chiefly Pain) 


Side Effects 


Requiring EVIDENCE OF HEALING 


No.of TYPES OF ULCERS 
AUTHORS Patients |} to Other 


Therapy Jejunal | Stomal Good 


Fair 


Poor of Drug? Moderate 


No 


Grimson, Lyons, Reeves 100 7 


Friedman 15 


Bechgaard, Nielsen, Bang, 
Gruelund, Tobiassen bad 


McHardy, Browne, Edwards 
Marek, Ward 


Segal, Friedman, Watson 


Brown, Collins 


Asher 


Rod: dela 
Vega, 


Winkelstein 


Hall, Hornisher, Weeks 


Meyer, Jarman 


Poth, Fromm 


Plummer, Burke, Williams 


McDonough, O'Neil 


Broders 


Legerton, Texter, Ruffin 


Holoubek. Holoubek, 
Langford 


Ogborn 


Johnston 


Rossett, Knox, Stephenson 


TOTALS 7 


31 52 79 


PERCENTAGES 12 


94 


9.3 66 22.9 


Not included in tabulations. 
. Included in “Relief of Symptoms” as “Poor” and 
in “Evidence of Healing” as “None.” 
3. Four had no symptoms when Banthine therapy was begun. 
4. Of which seven were penetrative lesions and five partially obstructive. 
5. No symptoms were present in four. 


with symptoms only; 


no demonstrable ulcer. 
were psychopathic patients and one had a ventricular wicer of the lesser curvature. 


: Sones findings after treatment period of two weeks; forty-seven had duodenal deformity. 
9. All returned to work within a week. 
10. In these four, after relief of symptoms, Banthine was discontinued 


because of urinary retention. 


During the past two years, more than 200 ref- 
erences to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 883 patients on 
whom reports were available. 

In all but 9.7 per cent, relief of pain was 
“good” or “fair.” In all but 22.9 per cent, evi- 
denceof healing was“complete”’ or“ moderate?” 


During treatment, 26 patients required sur- 
gery or developed complications other than 
ulcer which required discontinuance of the 
drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 per 
cent experienced side effects sufficiently an- 
noying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 


G. D. Searte & Co., P. O. Box 5110, Chicago 
80, Illinois. 
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Pain and Inf, 
Swelling and E jo rgement Reduced... 
in hemorrhoidgand simple 
inflammatory rqptal conditions 


with... 


TRADEMARK 


SUPPOSITORIES 


P ding, time proved therapeutic agents: 


without irritation. 
N Neo-Synephrine® hydrochloride (5 mg.) — efficient decongestive. 


S Sulfamylon® hydrochloride (0.2 Gm.) —active against a wide range 
of bacteria; relatively nontoxic to cellular tissue. 


Bismuth subgallate and balsam of Peru are incorporated for their 
drying antiseptic and soothing emollient effects. 


BR Boxes of 12 suppositories 


Pontocaine, and | Sulfamylon, trademarks reg. VU. S. & Canada, 
brand of tetracaine, p and (4 
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Pontocailage hydrochloride (10 mg.) — topical anesthetic — 
provides prolonged analgesic action 
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Dryco for easy digestion 


So often, the hot summer season brings upset stomachs, 
fermentative diarrhea, impaired infant digestion .. . 
Dryco . . . for 30 years a most readily digested formula for prematures . . . 
offers your tinier patients valuable help.* Check these advantages: — 
LOW IN FAT LOW IN CARBOHYDRATE 


HIGH IN PROTEIN ENRICHED WITH VITAMINS A AND D 
FINE, FLOCCULENT CURD THE HALF WHOLE, HALF SKIM-MILK MIXTURE 


Only vitamin C need be added. Reconstitute Dryco in cold or warm 
water. Use in a wide range of formulas according to nutritional requirements. 
Additional data and samples will be mailed on request. 


*Gordon, Harry H.: Feeding of Premature Infants, American 
Journal of Diseases of Children 73:713 (June) 1947. 


® Each tablespoonful supplies 3144 calories. 
D r co Frequently used for supplemental feedings. 
Available at pharmacies in 1 and 2% lb. cans. 


Prescription Products Division, The Borden Company, 350 Madison Ave., New York 17 
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A DAY AND NIGHT 
DIFFERENCE IN TREATMENT 


Dainite Dainite 
DAY Each tablet contains: NITE 
Tablats 
gr........Sodium Pentobarbital 
«+ +Phenobarbital 
3 4 gr. 
-Ephedrine HCI. ..... 
Hydroxide......2% gr. 
Give tid. a.c. Give ot 10 P.M. 


IRWIN, NEISLER & DECATUR, ILL. 
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36 gr.aminophylline 
E W a day/, . . ORALLY 


Aminodrox,a tablet containing colloidal 
aluminum hydroxide with 1 1/2 or 3 gr. 
of aminophylline provides what the med- 
ical profession has been looking for-a 
dependable method of oral administration 
of aminophylline in doses large enough to 
produce the same high blood levels ob- 
tainable with parenteral administration. 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


Several studies* attest to the large dose tolerance of 
Aminodrox. A dose of 36 grains daily produced 
PR 0 VED blood levels Aigher than would be customarily aimed 
at with parenteral administration. In hospitalized 
patients on this excessively massive dosage, only 
27 % showed gastric distress. Contrast this to the 
42 % intolerance to plain aminophylline with only 12 
grains a day. Another group of patients on 15 
gtains daily of aminophylline—admini d as Ami- 
nodrox—showed excellent tolerance to this dosage 
and blood levels well in the therapeutic range hither- 
to obtainable only by injectable** aminophylline. 


Aminodrox now makes it possible to dis- 
card the inconvenience and potential haz- 
ards of non-emergency parenteral amino- 
phylline. Besides its use as a diuretic, it aminodrox 

is now feasible to use ora/ aminophylline 

— in . treatment of congestive for effective oral 
heart failure, bronchial and cardiac asth- : : 

ma, status asthmaticus, and paroxysmal Campy 
dyspnea. 


*Cronheim, G., Justice, T. T., and King, J. S., Jr. A New Ap- 
proach to Increasing Tolerance of inophylline—to be 


SE Massengill 
*Justice, T. T., Jr., Allen, G., and Cronheim, G., Studies with 


Two New Theop! ylline Preparations—to be published. 
*#Waxler, S. H. and Schack, J. A., Administration of Aminophyl- : 

line, J. A. M. A. 143:8, 736-739, June 1950 (This study does not Bristol, Tennessee 
tefer to Aminodrox.) _ 


SEND FOR DETAILED LITERATURE 
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MEMO FROM 


THE MANAGING PUBLISHER 


AL of us who have a part in the writing, editing, or produc- 
tion of GP are chained to an inflexible schedule. The monitor 
who keeps us punctual as a star is the production editor, 
John Robson. It is his responsibility to see that the magazine 
gets printed and in the mails on time. On questions of time 
or schedule, therefore, his word is final; it is backed with a 
certain quality of immutableness in his personality acquired 
through years of experience in some of America’s top-flight 
printing and publishing houses. 

The Publication Committee and the managing publisher 
and his assistant, Greer Hermetet, as well as medical editor 
Hugh Hussey and his associates, have felt the crack of Rob- 
son’s whip. Miss Clare Sennott, who heads the manuscript 
department, diminutive Cleo Norris, the news editor, and 
the other young women on the editorial staff (not to mention 
the advertising department) have learned that it is useless to 
argue with the production editor’s unyielding standards of 
printing perfection or the inexorable demands of his copy 
schedule. 

Occasionally the tyranny of time requires some toilsome 
lucubration or some technical ingeniousness. Both were re- 
sorted to in March in getting a report on the Atlantic City 
meeting to our readers a few days after the meeting closed. 

The Secretary’s Newsletter, which is the last thing print- 
ed, was due not later than March 19, five days before the 
meeting opened. If the highlights of the meeting were to 
appear in the April issue, therefore, they could appear only 
in the Newsletter and then only if some special arrangement 
was made. 

Special arrangement was made. On Wednesday night, 
March 26, after the banquet and following one of the mid- 
night committee meetings that were held throughout that 
busy week, a story on the important actions of the Congress 
of Delegates and other salient developments during the As- 
sembly was written. At 2:00 a.m. it was filed on Western 
Union’s press wires to Chicago. The copy was set in type at 
the Lakeside Press next day and on Friday proof was cor- 
rected via intercity telephone. 

The yellow page was printed on the next working day. 
During the next two days the book was assembled and bound 
and the first copies were placed in the mail for subscribers 
before the end of the week. 

The regular form for the May issue closed while the 
March meeting was still in progress. So, to publish the com- 
plete illustrated story of the meeting no more than a month 
later, another innovation was resorted to in the May issue. 
A special insert section was written and printed at the last 
moment in offset lithography. 

Next to accurateness, timeliness is the first requisite for 
the news and feature sections of GP. —M.F.C. 
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... topical anesthetic 


in “summer dermatoses” 

Poison Ivy Sunburn 

Athlete’s Foot Insect Bites 

Prickly Heat Contact Dermatitis 

e ‘Quotane’ provides immediate and prolonged relief 
in the long list of itching and burning conditions so 
common in spring and summer. 


e ‘Quotane’—as demonstrated in extensive clinical trials 
—is virtually non-sensitizing. 


‘QUOTANE’ OINTMENT—for dry lesions 
‘QUOTANE’ LOTION —for moist lesions 
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Secretary’s Newsletter 


JUNE 1952 SIGNIFICANT EVENTS 
Ewing’s Flank Attack > An unexpected flank attack by the House Ways and Means 


Narrowly Defeated 


Government Would 
Provide Services 


Directors Appoint 
New Committees 


Committee offered new evidence a fortnight ago that medicine 
cannot relax its vigilance in the fight against socialized 
medicine. A sneak attempt to obtain House approval of cash 
benefits from Federal Social Security funds for permanent 
and total disability was barely defeated. Much of the credit 
for what happened belongs to Marjorie Shearon, unofficial 
Washington watch dog for medicine and editor of the weekly 
newsletter, ''Challenge to Socialism.'' She phoned a zero- 
hour warning to the Academy and other medical organizations 
of a foxy move by proponents of the bill that might well 
have gone unnoticed until too late. 


Buried in a thirty-three page bill for increased federal 
old age pensions, introduced on May 12 by 89-year-old Rep. 
Robert L. Doughton (D.-N.C.), was a provision expanding 
benefits from Old Age and Survivors Insurance for persons 
suffering permanent and total disability. Not a single news 
service reported on this section or commented upon the 
important fact that it would authorize covered individuals 
to apply to Oscar Ewing's Federal Security Agency for a 
medical examination to determine eligibility. Neither did 
they notice provisions for continuing examinations and 
requirements to accept government care for rehabilitation. 


government examinations, and government medical services. 


On Friday, May 16, the Committee approved the bill without 
public hearings and obtained a suspension of the rules to 
permit action on the following Monday with debate 

limited to forty minutes. Over the weekend, thanks to a 
timely warning, many Congressmen were called via long 
distance telephone and acquainted with the concealed 
provisions of the bill. Nevertheless, a majority voted in 
its favor. Fortunately, suspension of the rules required a 
two-thirds majority. 


The vote of 149 to 140 was 44 short of the required 
number. Both Democrats and Republicans had freely predicted 
its passage and the final vote came as a surprise. Quick 


action by some informed persons is all that saved the day. 


> New appointments to fill vacancies on the Academy's 
fourteen standing committees and commissions were com— 
pleted in the course of a two-day meeting by the Board of 
Directors last month. The list of committees and commissions 
for the ensuing year will appear in next month's GP. 
Appointments were made from suggested names received from 
nearly every one of the fifty constituent chapters. In 
addition to disposing of a long list of routine matters of 


administrative detail, the Board also: 


>» Here was socialized medicine, pure and unadulterated, 
calling for sickness benefits from the federal government, 


Here and There 
in Fewer Words 


Considered and tabled for the present a proposal to create 
a lay advisory committee on matters of professional and 
public policy . 

Laid tentative plans to work toward immediate goals 
recommended in Chairman Hildebrand's annual report by, 
(1) authorizing the Building Committee, with the Finance 
Committee, to begin construction of a headquarters building 
when cash in the committee's fund reached $75,000; 
(2) authorizing employment of an additional executive as- 
sistant who would spend some time visiting state chapters 
and aiding membership growth; (3) recommending that GP carry 
eh to encourage members' participation in citizen- 
politics . 


Discussed criticisms of the Academy administration raised 
during the last Congress of Delegates meeting and reviewed 
the executive management of the organization. Finding that 
no serious fault or deficiency had been pointed out, the 
Board voted an expression of confidence in the staff . 


Studied a report from last year's Committee on Scientific 
Assembly concerning possible reasons for reduced convention 
attendance, approved a preliminary outline of next year's 
program presented by Chairman Merlin L. Newkirk, and 
received a financial statement showing a modest profit on 
the 1952 meeting . 


Appointed S. A. Garlan, New York City, Chairman of next 
year's State Officers' Conference, with W. W. Tillman, 
Missouri, as Secretary, and named Charles Martin of St. 
Louis Chairman of the Committee on Arrangements for the 1953 
meeting. 


> The names of nineteen Academy members appear in the 
current list of AMA delegates. : 


With defeat conceded on attempts to unify federal medical 
services as recommended by the Hoover Commission, interest 
is now focused on proposals for a Federal Board of Hospital- 
ization for central control over distributions of beds 
among all services. 


British general practitioners won an increase in fees 
averaging $1,400 a year in March. Arbitrators of the 
physician's controversy with the National Health System 
made the award retroactive to July, 1948. This brings 
average panel practice incomes to about $4,200. — 


Hearings are now being held on the Reed—Keogh bills 
(H. R. 4371 and 4373) allowing self-employed persons to 
deduct from current earnings specified sums for retirement 
—_ economist Frank Dickinson was a key witness in 
support of the measures. ... 


Latest AMA study on hospitals shows 1,660 out of 4,890 
general hospitals (34 per cent) have general practice 
ae with 1,202 patterned after Acadeny's 

ual. 


U.S. Supreme Court decided in favor of defendant when 
government's antitrust division appealed its case against 
Oregon State Medical Society alleging restraint of trade. 


Respectfully yours, 
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... by all physicians—an effective, pleasant tasting, nonconstipat- 
ing antacid for the relief of gastric hyperacidity and the protection 
of inflamed or ulcerated areas of the gastrointestinal mucosa. 


- Gelusil Antacid Adsorbent combines the advantages of non- 
reactive aluminum hydroxide and magnesium trisilicate. Unaltered 
by contact with the gastric contents this stable, acid-buffering gel 
has a prompt, prolonged antacid effect protecting the inflamed 
mucosa from acid irritation. 

Constipation—not uncommon in alumina gel therapy—is practi- 
cally non-existent with Gelusil Antacid Adsorbent.! 


Gelusil Antacid Adsorbent may be obtained in two pleasant tast- 
ing forms: liquid or tablet. Two Gelusil tablets or two teaspoon- 
fuls of Gelusil liquid may be given after meals or as often as 
necessary to relieve symptoms and hasten recovery. 


Gelusil Liquid—bottles of 6 and 12 fluidounces. 
Gelusil Tablets—boxes of 50 and 100, and bottles of 1000. 


1. Rossien, A. X. and Victor, A. M.: The Influence of An Antacid 
lumi hydroxide gel) On Evacuation of the 
Bowels and the Fecal Column, Am.J.Dig.Dis., 14:226, 1947. 


WILLIAM R. WARNER 
DIVISION OF WARNER-HUDNUT, INC. 
New York Los Angeles St. Louis 
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even a “first-time father” 
it with ease 
can prepare if with ease 


Though “‘boiling water’’ is the extent of 
his culinary skill, the newest of fathers 
can, with Similac Liquid, readily prepare 
a formula closely approximating human 
breast milk in nutritional quality and 
digestibility. 


One part Similac Liquid added to one part 
sterilized water provides the standard 
20 eal./fl. oz. feeding formula. 


SO SIMILAR TO HUMAN BREAST MILK: there is no closer 
equivalent to the milk of healthy, well-nourished mothers 
in prepared liquid form than 


Liquid 
Supplied: Tins containing 13 fl. oz. 


Also available: SIMILAC Powder, 
tins containing 1 lb. 


URy 


M & R Laboratories » Columbus 16, Ohio 


4 
“any wo® 
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Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa. ; George L. 
Waldbott, M.D., Detroit, Mich. 
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Francisco, Calif.; Richard W. Te Linde, M.D., Baltimore, 
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new convenience 


in broad-spectrum therapy 


Easily swallowed, sugar-coated Terramycin 
Tablets introduce new flexibility in prolonged 
courses of administration and are particularly 
suited to effective, well tolerated therapy among 
patients preferring tablets to other oral forms. 
Supplied: 250 mg. tablets, bottles of 16 and 100; 
100 mg. and 50 mg. tablets, bottles of 25 and 100. 


ANTIBIOTIC DIVISION, CHAS. PFIZER ® CO., INC. 
Brooklyn 6, N.Y. 
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(Continued from page 11) 
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Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn. ; James L. Wilson, M.D., Ann Arbor, Mich. 
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WOOD'S LIGHT 


Valuable Aid in Medical Diagnosis 


Animal cells, tissues, organic fluids and 


solutions, bacteria and fungi possess the 
property of glowing with characteristic 
fluorescence in ultraviolet light of the prop- 
er wavelength. By means of these charac- 


teristics quick and accurate identification 
of the character and extent of infections or 


Hanovia's FLUROLAMP, specially designed 
for medical diagnosis by Wood's Light 


damage to tissues may be made. 


Many conditions may be uncovered and corrective treatment instituted before 
they could be discovered and diagnosed by normal procedures. 


Hanovia FLUROLAMP is small, powerful and may be held conveniently 
in the hand for directing at any angle. It is specially designed to show up even 
very weak fluorescence with sufficient clarity for ready recognition. Write for 
information to Dept. GP-6: 


HANOUIA cuemica 


SPECIAL PRODUCTS DIVISION 


L & MANUFACTURING CO. 


WORLD'S LARGEST PRODUCERS 


NEWARK 5S, WM. 
OF ULTRAVIOLET EQUIPMENT 
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selective 
anticholinergic gives 


Methylsulfate 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage 
reduces gastric motility and secretion 
relieves pain 


PrantaL* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 
PrantaL Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 
secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. 


The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used. Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 

A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. 

A clinical supply of Prantat Methylsulfate will be sent to you on request. 


Average Dosage: One tablet (100 mg.) four times daily. 
Packaging: Prantat Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. 
scored tablets, bottles of 100, 


*T.M,. 


CORPORATION BLOOMFIELD, NEW JERSEY 


| unparalleled freedom from side effects 
A 

4 a for peptic ulcer 
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In dermatophytosis 


Wyeth \ncorporated, Philadelphia 2, Pa. 
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Chis Month’s Authors 


Urban R. Finnerty, M.D., 


lecturer in the Department of Proctology at the New York Polyclinic Medical School and 
Hospital, New York City, served an internship at the Medical Center, Jersey City, New Jersey, 
and St. Francis Hospital, New York City. A graduate of the Georgetown University School 
of Medicine, Washington, D.C., Dr. Finnerty was a commander in the U.S.N.R. during 
World War II. He is president of the New Jersey Proctologic Society, a diplomate of the 
American Board of Proctology, and an Associate Fellow of the American Proctologic Society. 


Lester Hollander, M.D., 


who has been engaged in the practice of dermatology since 1917, is medical director of the 
Pittsburgh Skin and Cancer Foundation. He is a graduate of the Pennsylvania School of Medi- 
cine, and has been a diplomate of the American Board of Dermatology and Syphilology since 
its inception in 1933. Dr. Hollander, who has contributed more than 200 articles to the medi- 
cal literature, is also a member of the American College of Physicians and the American Radium 
Society. 


Goodrich C. Schauffler, M.D., 


is assistant clinical professor of obstetrics and gynecology at the University of Oregon Medical 
School, Portland, a position he has held since 1935. A graduate of the Harvard Medical 
School, Boston, he is the founder, editor, and publisher of the Western Journal of Surgery, 
Obstetrics, and Gynecology. Dr. Schauffler was chief of obstetrics and gynecology for the World 
Health of United Nations’ China Program in 1947. He has been engaged in the practice of 
obstetrics and gynecology in Portland since 1925. 


R. W. Telinde, M.D., 


professor in gynecology at the Johns Hopkins University, Baltimore, Maryland, and chief 
gynecologist at the Johns Hopkins Hospital, was graduated from this university’s school of 
medicine in 1920. He served internships in medicine and surgery, and residencies in gyne- 
cology at the above hospital. Author of Operative Gynecology, he is an honorary member of the 
Peruvian and Brazilian gynecological societies. Dr. TeLinde’s favorite hobby is fishing. 


Paul Williamson, M.D., 


is director of the recently organized General Practice Clinic at the University of Tennessee 
School of Medicine, Memphis, Tennessee. Prior to his present teaching position at this 
university, Dr. Williamson was engaged in general practice. He was graduated from the 
University of Oklahoma School of Medicine, Oklahoma City, in 1946. Before entering the field 
of medicine, Dr. Williamson had many diversified occupations, including those of radio news 
editor, public relations counsel, and bush pilot. 
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«...and don’t forget the VITAMINS!” 


Peptic ulcer often interferes with the ingestion of a balanced diet, 
and the period of tissue repair further increases vitamin requirements. 
Established therapy, including restrictive diets and antacids, also 
must consider the problem of vitamin intake and absorption. A 
balanced vitamin preparation is a dependable means of assuring 


adequate intake of the essential nutritional factors. 


MERCK « CO., INc., Ranway, N. J.—asa major manufacturer of Vitamins — serves 


the Medical Profession through the Pharmaceutical Industry 
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armony in the 
diuresis program 


Because of its moderate diuretic action and minimal 
toxicity, Calpurate blends harmoniously with 
the long-term diuretic regimen for edematous 
patients. Calpurate is the chemical compound, 

theobromine calcium gluconate, noteworthy 

z for its remarkable freedom from gastro- 

il intestinal and other side effects. 

PoP ernie» ale Ft does not contain the sodium ion. 


congestion of the 
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finding, as well 
as edema in 
dependen: 
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therapy results in 
increased urine output, 
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lowered body weight, 
decreased edema. 


Supplied as Calpurate Tablets 

of 500 mg. (7% gr.) and 

Powder; also Calpurate with 

Phenobarbital Tablets, 

phenobarbital 16 mg. 

(% gr.) per tablet — 

especially useful in 

hypertension. 

MALTBIE LABORATORIES, INC. 
NEWARK 1, N. J. 
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new 


Ka 
activated oval Biz 


Each Crystamin Forté 
capsule contains: 
*Crystamin 
Desiccated Duodenum 75 mg. 
MOST POTENT... MOST ECONOMICAL VITAMIN B12 


*The Armour Laboratories 2 
Brand of Crystalline B12. CAPSULE AVAILABLE FOR THE TREATMENT OF ANEMIA 


Supplied in bottles of 30. Formulated to meet the demand for 


NEW! Crystamin (crystalline vitamin B12 for high potency oral vitamin B12. . . also 


injection) is supplied in 120 meg. per cc. and 
60 meg. per ec. potencies in 5 cc. vials, and contains folic acid and desiccated du- 
in 30 meg. per cc. potency in 10 cc. vials. odenum as activator"”** of vitamin Bi2. 


References: Meulengracht, E.: Acta. med. Scandinav. 85:79, 1935; (2) 


Bethell, F. H., et al.: Univ. Hosp. Bull., Ann Arbor 15:49, 1949; (3) Hall, B. E.: 
Brit. Med. J. 2:585, 1950; (4) Bethell, F. H., et al.: Ann. Int. Med. 35:518, 1951. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Barbiturates Black-listed 


Dear Sir: 

It was with a feeling of surprise that I read your sugges- 
tion to the inquiry about treating the acute alcoholic in the 
March issue. 

As an alcoholic myself and one who treats these people 
constantly may I protest the use of any barbiturate, unless it 
is given by hypodermic, and the patient is under constant 
supervision. The indiscriminate giving of barbiturates to an 
alcoholic is all too frequent by the profession. I speak from 
bitter experience. It is quite easy for the alcoholic to step 
from one form of habituation into one that is far worse and 
which will certainly be more difficult to handle. 

Let the acute alcoholic have chloral hydrate in sufficient 
doses to quiet him, together with sympathetic nursing care, 
but please, never give him barbiturates to be taken as he sees 
fit. If he is too noisy and refuses Paraldehyde, three to five 
Gr. Sodium Luminal by hypo will serve nicely, but it should 
be discontinued as soon as possible, and no mention made 
that it is one of the drugs used in “sleeping pills.” 

Matt. Severin, M.D. 


A point well taken if it is remembered that chloral hydrate 
ts also habit-forming. Chloral sometimes works well; so does 
scopolamine.—Ed. 


Of Praciical Value 


Dear Sir: 

I understand that the papers on alcoholism delivered at 
the Atlantic City meeting of the American Academy of Gen- 
eral Practice are to be published in the “Abstracts” of the 
scientific assembly. 

It would be appreciated, if, upon publication, a copy of 
the “Abstracts” could be forwarded to this office. 

H. Davip ArcHIBALD 
Executive Director 
Alcoholism Research Foundation 
Toronto, Ontario, Canada 


Dear Sir: 

Attached is my card for *‘Abstracts” of the Fourth Annual 
Scientific Assembly of the American Academy of General 
Practice. We should like to have twenty copies of ‘Ab- 
stracts” for members of the West Virginia chapter who did 
not order a copy at the meeting, or who did not attend the 
meeting, as well as to have them available for new members 
whom we may have during 1952. 
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One of the staff members at the booth at Atlantic City told 
me he thought it would be possible to obtain copies later in 
the year, but I did not know whether you planned to adver- 
tise them in GP or whether they would be available only to 
the members attending the Atlantic City sessions. 

Hatvarp Wancer, M.D. 
Secretary-Treasurer 
West Virginia Chapter 
of the A.A.G.P. 
Sheperdstown, W. Va. 


More Kudos 


Dear Sir: 

For the past thirty-two years, it has been my pleasure to 
be in attendance at approximately a dozen annual meetings 
of the A.M.A. and at two “interim” meetings. I have at- 
tended thirty-two consecutive annual meetings of my Cali- 
fornia State Society and too many county society and hospi- 
tal staff meetings to enumerate. I say, without reservation, 
that the Annual Meeting of A.A.G.P. held at Atlantic City 
from March 24 through 27 was the most stimulating and 
profitable medical meeting I have ever attended. 

Particularly do I wish that every clinician and research 
doctor could have attended the full program of March 26, 
A description of the session of March 26 could only be ac- 
complished by using Hollywoodian superlatives. 

I am most happy to be a member of such an Academy. 

Bert S. Tuomas, M.D, 
Medical Director 

State of California 

Department of Employment 


At Your Service 


Dear Sir: 

Could you or the chairman of the Hospital Committee 
furnish me with some information concerning representation 
of the general practitioner on a hospital staff. 

The Saint Claire Memorial Hospital is an entirely new 
hospital now in the early stages of construction to serve the 
South Hills area of the city of Pittsburgh. I have been re- 
quested by one of the board members serving on the hospital 
staff committee to supply him with some suggestions con- 
cerning the formulation of the medical staff. 

Since this is to be primarily a community hospital, it is 
the desire of the Board of Directors to insure the proper 
representation of the general practitioner on the staff. 

(Continued on page 23) 
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a product of 


Weight increases up to 6 Ibs. a week, paral- 
leled by increase in appetite, strength, 
well-being, are evidence of Lipomul’s effec- 
tiveness as a caloric supplement. Lipomul 
provides fat that is calorie-rich, small in vol- 
ume, and highly emulsified for palatability 


and ready assimilation. 
* 

Lipomul-Oral contains: 
Dextrose, Anhydrous ............-. 10% w/v 
Preserved with Sodium Benzoate ....... 0.1% 
May be given in milk (plain or flavored). 
Lipomul-Oral is supplied in pint bottles. 


Trademark Reg. U. 5. Pat.Off. 


Sor medicine . . . produced with care . . . designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHICAN 
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(Continued from page 21) 

If the hospital committee of the American Academy of 
General Practice has worked out any suggested plans for the 
best organization for a staff for this type of hospital, I am 
sure the information would be of much value to us. 

If such information is available, will you kindly forward 
it to me? 

Erte M. Heatn, M.D. 
Pittsburgh, Pennsylvania 


Copies of our Manual were gladly sent to Dr. Heath, as well 
as reprints of articles describing the operation of general prac- 
tice departments, and information on methods used in evaluat- 
ing general practitioners’ qualifications for privileges in the 
various clinical services. 

Since publication of the Manual, the Congress of Delegates, 
at its meeting in Atlantic City, supplemented the statement: 
The Department of General Practice shall fix more definitely 
the responsibility of general practitioners in the hospital.” 
This addition reads: “This may include the creation of a com- 
mittee within the Department of General Practice for the pur- 
pose of making recommendations to the Credentials Committee 
concerning applications for clinical privileges by members of 
the department.” 

The purpose of this addition, of course, is to encourage the 
general practice group to evaluate its own members’ qualifica- 
tions for the requested privileges prior to supporting such re- 
quests before the Credentials Committee of the Active Staff. 

We recommend that a representative from the general prac- 
tice department be a member of the Credentials Committee, and 
that the head of the general practice department pass upon 
individual members’ requests before they are presented to the 
Credentials Committee.—PUBLISHER. 


From One Who Knows 


Dear Sir: 

Thank you for your pleasant letter. It is indeed a pleas- 
ant innovation to receive anything but criticism for a sub- 
mitted manuscript. May I say that the entire conduct of 
your business has seemed to me, up to now, as refreshing, 
different, and good. Since I, myself, publish a medical 
journal, I am in a position to know. Please be assured that 
my manuscript is submitted exclusively for GP. 

Goopricu C. ScHaurFter, M.D. 
Portland, Oregon 


Metal Sensitivity 


Dear Sir: 

In your March number, under “Information Please,” 
There is an answer which I believe to be somewhat mislead- 
ing. 

I say this because I doubt if anybody is sensitive to all 
metals. There is no mention of which metals the patient is 
sensitive to. However, I would assume from the context that 
she is probably sensitive to alloys of zinc and copper, and 
maybe tin and nickel. 

The most practical solution for the lady would probably 
be to switch metals. I would suggest stainless steel, prefer- 
ably Iron and Steel Institute Type #316 or #317. Any other 
stainless steel might do. 

(Continued on page 25) 
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of the enema... 


Sometimes this type will admit taking a 
2-quart enema every week or even more fre- 
quently. 

Aside from the inconvenience, it provides 
only temporary relief and is actually irritating. 

Here is where Turicum can be a big help 
in establishing normal function. 

It is not a one-dose laxative but a treat- 
ment that, taken for a few days, helps restore 
normal function. 


TURICUM 


LUBRICOID ACTION WITHOUT OIL 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 
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as an antihistaminic agent 


Famine is 


unsurpassed 


in allergic rhinitis 

in urticaria 

in serum sickness 

in angioneurotic edema 


in drug reaction 


for Maximum relief 


with Minimal side effects 
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(Continued from page 23) 

Stainless steel watches for women and stainless steel wrist 
watch bands are available. Possibly her earrings could be 
remodeled with stainless steel wire passing through the ears. 
This wire can be obtained from any of the companies dealing 
in orthopedic supplies. 

Lyman C. Bratr, M.D. 
Houston, Texas 


A Surgical Guild? 
Dear Sir: 


In the past month a well-known American surgeon has 
made a public statement decrying the performance of surgical 
operations by general practitioners. Ordinarily, such state- 
ments are those of jealous men who revolt upon facing the 
truth that the general practitioner does by far the majority 
of all surgery. When an acknowledged leader in medicine 
claims that the general physician has no ability, there can 
be no thought of personal enmities, and rebuttal becomes 
necessary. 

The factual content of all such statements is simply that 
the general practitioner should not do surgery because he is 
incompetent to do so. When such a statement is made, it in- 
cludes, by implication, all general practitioners. We should 
admit that some general practitioners are incompetent. So 
are some surgeons. All of us cannot be. 

This writer grew up in show business and still remembers 
the oft-made statement that the one fatal thing that could 
happen to a person or a group is to begin to believe their 
own publicity. Surgery has been glamourized beyond all 
reason. Physicians know that the actual cutting is not greatly 
complicated and that it may be learned in a relatively short 
period. Surgical judgment is among the more difficult of the 
medical arts. I ask each of you to consider: Could operative 
surgery have been glamourized to such an extent that sur- 
geons have begun to believe their own publicity? 

All of us would agree that surgical experience is necessary 
to make a good surgeon. I would, however, ask: Does there 
live a great enough egotist to say, “There is but one way to 
get this experience, and that is the way I say it must be 
done?” Formal training is but one way of giving capsulated 
surgical experience. Could there exist a man so narrow as to 
say there is no other way? 

Shall medicine be broken into groups or guilds, each 
trumpeting its own advantages and each denying all the 
others? Shall a doctor depend for his advancement upon his 
skill and upon his work, or shall he be forced to depend 
upon seniority in a vicious apprentice system? 

Shall the doctor police his own work and set his own 
limitations or shall he depend upon a board of “guild super- 
visors” who may be swayed, not only by his skill, but by 
whether openings exist in the guild and by the many other 
unfortunate human elements which so accurately and so 
frequently reflect man’s inhumanity to man? 

It is a dangerous thing to begin to believe one’s own pub- 
licity. Perhaps the surgeons may have done so. When heady 
adulation comes his way (as it will) may the general practi- 
tioner remain a humble public servant and find time to 
worry about his own competence—not the competence of 
others. 

Paut Wuuamson, M.D. 
University of Tennessee 
Memphis, Tennessee 
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Editorials 


Smart People Plan Early 


WE were THERE. We braved Atlantic City in March. 
We left our practice at the busiest season of the 
year. We met our friends again. We attended every 
session and we wouldn’t have missed a word of it. 

How can anyone afford to miss these annual scien- 
tific assemblies? It would take a five pound book to 
tell the same story in print that Selye told in 45 
minutes with a chart on the blackboard and a dozen 
kodachrome pictures, about ACTH, Cortisone, and 
the stress reactions in health and disease. And you 
may never again have the chance to hear Conn and 
Selye disagree with each other on the same pro- 
gram. How can you practice the best and latest 
medicine this year without having been there? It 
would take at least a year to get it into print and the 
questions and answers never get into print. 

We thought we weren’t going to like the half-day 
session on alcoholics and alcoholism, but how we 
changed our minds. That man from Alcoholics 
Anonymous was good, and when someone asked 
the Bishop if alcoholism was a disease or a sin, 
you could have knocked us down with a feather. 

Now we feel there is new hope for alcoholics. We 
will be able to recognize them more often, and with 
some new insight, we'll handle them better too. 

Making our wives welcome at any of the sessions 
that interested them was another clever idea. Many 
of them found the meetings interested them even 
more than the visiting, the fascinating tours, fash- 
ion shows, author’s book review, and teas planned 
for their entertainment. We and our wives filled the 
auditorium for the session on public relations. An 
interested and informed wife adds to the pleasure 
of living and practicing. 

You should have heard us when the meeting was 
over. “We'll see you in St. Louis next March.” 
**We’ll be with you next year.” ‘‘Wouldn’t miss one 
of these meetings for anything.” 

You too will have to start planning a year ahead. 
It’s only the decision to go, that’s hard. If you have 
made up your mind to go, going is easy. A lot of 
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good men missed the Atlantic City meeting but 
mighty few are going to take the chance of missing 
next year’s great meeting in St. Louis. We'll be 
seeing you—St. Louis—March—1953. 


Double, Double Toil and Trouble 


Do you want a prescription for a quick way to get 
rid of money? Here it is: When you need one of a 
thing, buy two or three. 

According to Science News Letter for April 12, 
1952, President Truman has requested a $200,000 
supplemental appropriation for the Federal Secu- 
rity Agency. The purpose: to support an investiga- 
tion of the new antituberculosis drugs (the isonic- 
otinic acid derivatives) in sixteen U. S. Public 
Health Service Hospitals. Such investigation is al- 
ready under way in Veterans Administration hospi- 
tals and in many non-Federal institutions. 

The chances are that by the time a study could 
be set up by the U. S. Public Health Service, the 
answers they might seek would be available from 
other sources. This happened with an earlier in- 
vestigation—one concerned with streptomycin and 
PAS. A year or so after other agencies gave us a 
good evaluation of these drugs, the Federal Security 
Agency finished going over the same ground and 
came up with the same findings. 

When you need one of a thing, buy two or three. 
But please—not with our money! 


Responsibilities in Education 
Tue chief purpose of medical educational programs 
at the undergraduate level is to prepare students for 
a career in medicine. Since the majority of those 
trained are needed as general practitioners or 
family doctors it is logical to expect that those now 
practicing will assist in preparing students for their 
profession in co-operation with the full time experts 
in both medicine and teaching. But family doctors 
have been so busy practicing medicine, they have 
not, except in a few cases, assumed their full re- 


sponsibility for one of the important functions of 
any profession—education. 

With the development of the A.A.G.P., general 
practitioners have the mechanics for exchanging in- 
formation on how they as family physicians providing 
the bulk of the medical service in this country can 
contribute to methods for advancing and improving 
the quality and distribution of medical services. 

The Academy’s Commission on Education has 
been aware of the need to develop an outline of 
recommendations on undergraduate education for 
general practice and a guide of suggested proce- 
dures on how practicing family doctors may partici- 
pate in educational programs. In September, 1951, 
the Commission appointed a committee, with Dr. 
Jesse D. Rising of Kansas City, Missouri, as chair- 
man, to draw up a report. This committee has pre- 
pared a preliminary report to be submitted to the 
Commission on Education for study and approval. 

The Committee has obtained its information on 
existing programs through correspondence with 
deans of medical schools and through current 
medical literature. It has also sought the advice of 
interested leaders in medical education on its rec- 
ommendations. It plans to submit the preliminary 
report to the Council on Medical Education and 
Hospitals of the A.M.A. and the Association of 
American Medical Colleges for their information and 
suggestions. It will be available to any group inter- 
ested in this important field of medical education. 


Atherosclerosis 


Tue extent of the present-day knowledge about the 
pathogenesis of atherosclerosis is nicely delineated 
in a recent symposium by Katz, Keys, and Gofman 
(Circulation, 5:98, 1952). At the risk of being ac- 
cused of oversimplification, we can summarize the 
opinions of the symposium as follows: Severe hu- 
man atherosclerosis is a consequence of an inborn 
difficulty in the metabolism of lipids (cholesterol— 
Katz and Keys; special lipoprotein molecules identi- 
fiable by ultracentrifugation—Gofman). The dis- 
ease is accelerated and aggravated by factors in the 
diet (cholesterol certainly, fats maybe—Katz; fats 
only—Keys; cholesterol and fats—Gofman). 
Remembering these thoughts about pathogenesis, 
it is interesting to review what the participants in 
the symposium had to say about their practical ap- 
plication for patients having atherosclerosis. Katz 
does not recommend any change in the diet, with 
two exceptions. He would provide a weight-reduc- 
ing diet for an obese patient, and he would curtail 


the cholesterol and fat intake of a patient who “has 
had two or more attacks of coronary insufficiency 
and/or myocardial infarction attributable to coro- 
nary atherosclerosis, and if that patient has a xan- 
thomatotic tendency as revealed by the finding of 
his cholesterol level in the upper limits of normal, 
or above.” As a result of his experiments with 
cholesterol-induced atherosclerosis in chicks, he is 
convinced lipotropic substances (choline, inositol) 
do not modify the course of the disease. 

Keys believes that a patient with clinical evidence 
of atherosclerosis should be treated with a sharp 
reduction in all dietary fats without special atten- 
tion to the cholesterol content of the diet. He goes 
on to say, “Periodic measurements of serum choles- 
terol may help to judge the severity with which. . . 
restrictions should be maintained.” Gofman also 
favors curtailment of dietary fats and cholesterol, but 
his criterion for continuing the regimen depends 
upon studying the patient’s blood ultracentrifugally 
—a procedure hardly feasible in general practice. 

In view of his firm conviction that diet plays an 
important part in accelerating and aggravating 
atherosclerosis, we think it is highly significant that 
Dr. Katz recommends dietary restrictions for pa- 
tients only if they are fat or have had two er more 
attacks of myocardial infarction in the presence of a 
tendency to hypercholesterolemia. We might sus- 
pect that this lenient attitude implies that he lacks 
the courage of his convictions. But he tells us, “I 
am a firm believer in the view that prohibitions 
should not be carelessly advocated until such time 
as it is clearly revealed that prohibition has a great 
chance of being beneficial to the patient.”” Maybe he 
is also influenced by his evaluation of American 
human nature. Maybe he thinks that it takes at least 
two attacks of myocardial infarction to persuade an 
American to give up his stomach comforts. 


Toxicity of Mercurial Diuretics 


In THE past four or five years it has become popular 
to use mercurial diuretics intensively in the treat- 
ment of edema, particularly for patients having 
heart failure. Not infrequently this practice has 
caused untoward effects, some of which are now 
partially understood. It is at least apparent that un- 
desirable reactions are usually not a consequence of 
a direct toxic influence of mercury. Rather, they are 
due to alterations in the quantities of body elec- 
trolytes—alterations which are incidental to the 
diuretic effect of the mercurial and which are usually 
marked by a state of refractoriness to additional 
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doses of the drug. Knowledge of this fact has grown 
out of a series of “balance” studies on sodium, po- 
tassium, and chloride. For the most part, this kind 
of study requires such difficult methods and the re- 
ports are so intricate that it is sometimes hard to 
see that they have any practical application. The 
reader gains an impression that proper manage- 
ment of a patient under intensive mercurial therapy 
requires the use of at least a flame photometer. This 
impression is probably false; the balance studies 
seem definitely to show certain practical methods. 

An outstanding effect of mercurial diuresis is a 
loss of chloride (anion) out of proportion to loss of 
cations (sodium particularly) in the urine. This 
tendency for mercurial diuresis to sweep out chlo- 
ride in relatively greater amounts than sodium af- 
fords a satisfactory explanation for hypochloremic 
alkalosis, which is probably the commonest unto- 
ward metabolic reaction to mercury. Fortunately 
deficiency of chloride seems to be wholly prevented 
by simultaneous administration of ammonium chlo- 
ride in doses of 6 to 8 Gm. a day on three or four 
consecutive days each week. This method is safe 
unless there is coexistent serious renal insufficiency, 
when it may provoke decompensated acidosis. 

When the total diuretic effect of mercury is large, 
it is not surprising that a patient may have trouble 
because body stores of base become depleted. The 
relative amounts of sodium and potassium lost in 
the urine vary individually. In some cases, large 
amounts of potassium are excreted. Thus, following 
massive diuresis, weakness, nausea, or arrhythmias 
may be manifestations of lowering of the level of 
serum potassium. The tendency to hypopotassemia 
may be intensified, and hypocalcemia may be an- 
other finding, when a patient is eating very little, or 
especially if he is also taking a cation exchange resin 
which is entirely in the ammonium cycle. This form 
of electrolyte derangement should usually be pre- 
ventable by insuring an adequate dietary intake of 
potassium and calcium (orange juice, meat broth, 
milk) and by using a cation exchange resin which 
is partly in the potassium cycle. 

In other instances, very little potassium is 
excreted during diuresis; the major cation loss 
is sodium. Therefore, after some time a patient 
may develop hyponatremia, with symptoms similar 
to those of hypokalemia, and the additional feature 
that oliguria and azotemia are extreme. The trend 
toward hyponatremia is accelerated by low sodium 
diet or administration of any of the cation exchange 
resins. Since we rather uniformly restrict sodium 
in the diet of an edematous patient, there is no 
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sensible method for prevention of hyponatremia in 
an occasional case. Theoretically, once the state has 
developed, it is best treated by slow intravenous in- 
fusion of hypertonic (3 to 5 per cent) salt solution. 
However, this treatment is by no means uniformly 
effective in raising urinary output. 

Although we need to learn a great deal more 
about the effects of mercurial diuresis on electrolyte 
balance, including the changes in other cations, 
our present knowledge seems to justify summariza- 
tion of a practical plan as follows. When a patient is 
to be treated intensively with mercurial diuretics, 
he should also receive ammonium chloride (6 to 8 
Gm. a day, three or four days out of seven). 
A good dietary intake of potassium and calcium 
should be insured, especially when the diuresis is 
most strenuous. On this regimen, if the patient be- 
comes refractory to the mercurial after previous 
exhibition of a diuretic effect, and if there has been 
no other obvious development (pulmonary em- 
bolism ; myocardial infarction), there is good reason 
to suppose that he has a deficiency of sodium. All 
diuretic therapy should then be stopped temporarily 
and an intravenous infusion of 3 to 5 per cent 
saline given very slowly. This should be followed 
by an injection of the mercurial. If diuresis is not 
restored, the situation cannot be appraised without 
accurate estimations of serum electrolyte values. 


When Patients Prescribe 


Last winter, at the peak of an epidemic of respira- 
tory infections in his community, a general practi- 
tioner was consulted by a red-eyed, sniffling woman. 
She opened the interview by coming directly to the 
point, when she said, “Doctor, I have a terrible 
cold, and I’ve come for a shot of penicillin.” 

**Fine,” said the doctor; then, in his blandest 
voice, “What dose would you like?” 

This story is not intended as an example of a 
good technique for handling patients, although in 
this instance it had the desired effect. The doctor’s 
question confounded the woman just enough to 
make her realize that, after all, she had come to the 
doctor to receive advice—not to give it. 

People have acquired an amazing appetite for 
medical news about wonderful drugs and miracu- 
lous methods. Newspapers and newsmagazines have 
so capitalized on this that patients quite frequently 
are prepared to tell their doctors just what to do. 
And when a patient prescribes a potent drug, the 
physician is subjected to a dangerous kind of pres- 
sure—dangerous for more than one reason. Potent 
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drugs are almost never innocuous and often they 
are expensive. Moreover, when they are misused, it 
is sometimes a reflection of slipshod medical prac- 
tice. A “shot” of penicillin or a prescription for 
aureomycin is no substitute for a good case study. 
Some shortcuts are all right, but not this one. 
Therefore all physicians—family physicians in 
particular—are obligated to resist the temptation of 
the easy way—the way of acquiescence to the pa- 
tient’s prescription. This should not be too difficult. 
As a rule, all that is required is a quiet explanation 
of the fact that certain medications are given only 
for specific indications, that discrimination in pre- 
scribing depends on a careful study of the patient’s 
illness, and that such discrimination is the physi- 
cian’s most important service to an individual pa- 
tient. This last point is the most convincing. The 
patient recognizes that assembly-line methods are 
not fully applicable to the treatment of his illness; 
he gains a new respect for his personal physician. 


Intestinal Intubation 


PIONEERED by Wangensteen in 1931, the use of in- 
testinal intubation has proven a most important 
contribution in the treatment of certain types of in- 
testinal obstruction. In 1790, John Hunter first 
passed a tube into the stomach, but such treatment 
was rarely employed before the twentieth century. 
In 1934, Miller and Abbott developed the double- 
lumen balloon-tipped tube now in common use, and 
in 1938, Abbott and Johnston announced the pas- 
sage of this tube well down into the lower reaches 
of the ileum. Harris suggested the use of mercury in 
the bulb of the balloon to aid in its passage through 
the pylorus into the duodeum, and more recently 
McLanahan has described an auscultatory method 
to determine the exact position of the tip of the tube. 

Intubation is of great value in decompressing the 
intestine dilated by paralytic ileus. If adequate fluid 
and electrolyte replacement is also provided, intu- 
bation can overcome the effects of this condition to 
a great extent, for a limited period of time. In me- 
chanical obstruction of the small intestine, intuba- 
tion is also of value if two facts are kept constantly 
in the mind of the attending surgeon: (1) the irri- 
tating effect of the tube and balloon upon the al- 
ready devitalized intestine, (2) the ever-present 
danger of allowing strangulation to develop un- 
recognized, while the patient and surgeon are lulled 
into a false sense of security by the relief of symp- 
toms which follow the intubation. 

Intestinal obstruction is a surgeon’s business. 


The responsibility of recognizing whether, and if 
so when, conservative therapy should be replaced 
by active surgical intervention, is one which he 
should take, because it is the surgeon who must 
carry out the operative treatment and be responsible 
for its outcome. In making this decision, two facts 
are helpful: (1) If there is no good evidence of relief 
of the obstruction after a reasonable period of in- 
tubation, surgical intervention is indicated; and 
(2) after a period of conservative therapy the con- 
dition of the intestine at operation is usually worse 
than might be anticipated from the appearance of 
the patient. 

When a period of conservative treatment with 
intubation has been decided upon, the surgeon is 
immediately placed on the alert. He must visit the 
patient several times daily, watching for signs of 
strangulation, the most important of which is the 
development of localized tenderness over an in- 
farcted loop of bowel. Frequent blood chemistry de- 
terminations must be carried out, with special ref- 
erence to electrolyte depletion. Parenteral fluids 
must be administered, with electrolyte replacement 
including potassium, and measurements noted daily 
of exact output through the intestinal tube, to- 
gether with the intake and urinary output. Daily 
x-ray films of the abdomen reveal the progress or 
lack of progress of treatment. In small bowel ob- 
struction, if definite evidence of improvement has 
not occurred within a few hours, surgical explora- 
tion should be performed. Indications of the release 
of the obstruction include relief of pain, diminution 
in output through the intestinal tube, x-ray evi- 
dence of movement of gas from the small into the 
large intestine, and disappearance of dilated loops 
of small intestine. 

The surgeon must remember that the risk of con- 
servative treatment in intestinal obstruction is 
greater than that of operative intervention, and it 
is always better to operate too early than too late. 


Blood Chemistry: Milliequivalents 


IN ORDER to understand the chemical structure of 
body fluids, values for various ions must be ex- 
pressed chemically—terms of purely physical 
weight are inadequate because they tell nothing 
about the chemical activity of the substances. For ex- 
ample, a normal value for serum sodium is 330 
mg./100 cc.; a normal value for serum chloride is 
365 mg./100 cc. These figures give no idea of the 
chemical behavior of these elements. We might just 
as well try to express a man’s wealth strictly in terms 


GP e Volume V, Number 6 


3 
. 
a 
a 
« 
a 


of his gross income. This doesn’t work because it 
leaves out of consideration what his money does— 
his expenses, the cost of living, etc. 

Chemical values therefore must be expressed in 
terms of “equivalent weight”—the proportion by 
weight in which an element combines with another 
element. The equivalent weight of an element takes 
into account its atomic weight and its valence. In 
medical practice, amounts are usually expressed as 
milliequivalents per liter. 

Translation of the values given above for sodium 
and chloride is accomplished by multiplying by ten 
(to raise the value to consideration of 1,000 cc. or 1 
liter), then dividing by respective atomic weights, 
and finally multiplying by respective valences. Thus 
for sodium: 


330 (mg./100cc.) x 10 + 23 (atomic weight) 
x 1 (valence) = 143 mEq./L. 


And for chloride: 


365 (mg./100 cc.) x 10 + 35 (atomic weight) 
x 1 (valence) = 103 mEq./L. 


Now we are using terms which give a clear picture 
of the chemical activity of sodium and chloride in 
the serum. One milliequivalent of sodium can com- 
bine with 1 milliequivalent of chloride, so that nor- 
mally in each liter of serum there are about 40 mil- 
liequivalents of the anion, sodium, available for 
chemical combination with cations other than chlo- 
ride. This in turn gives a clear idea of why 0.85 per 
cent sodium chloride solution is definitely not a 
“physiological” solution, although this adjective is 
sometimes mistakenly applied. Obviously a solution 
of sodium chloride contains one milliequivalent of 
chloride for each milliequivalent of sodium, whereas 
the ratio in the body extracellular fluids is 1.4:1. 

These simple examples give some idea of the 
greater usefulness of the method of expression of 
blood chemical values in milliequivalents per liter. 
Since this is a better method and is being used more 
widely all the time, we'll have to adjust our minds to 
it. This is really no harder than learning to talk 
about dosages in terms of metric system, and we’ve 
really done pretty well in our effort to discard 
apothecary units. To start us on the way, the values 
for the more important ions, in milliequivalents per 
liter of plasma, are as follows: 


cations (base) anions (acid) 


Na 142 HCO3 27 
K 5 cl 103 
Ca 5 HPO, 2 
Mg 3 SO, 1 
Organ. acid 6 
Protein 16 
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Carts and Horses, Horses and Carts 


Nor long ago a learned man—an educator—was 
heard to dispute one of the motives of the Student 
American Medical Association. He had been told 
that this association was intended partly as a means 
for indoctrinating our future physicians in princi- 
ples and practices of medical organizations. To him, 
this was ridiculous, ‘“There’s time enough for that,” 
he said, “when the students are through school. 
Why that’s like putting the cart before the horse.” 

Of course, we think this learned man gave him- 
self away with the simile he chose. Carts and horses, 
indeed. He’s living too far in the past. These are 
the days of the automobile. Most modern vehicles 
for individual land travel have a motor in front, a 
fuel tank in the rear, and a place for the driver in 
the middle. 

In the first place, the immediate popularity of 
the Student A.M.A. is proof enough that medical 
students are hungry for something more than teach- 
ing of diagnosis and treatment. Whether or not their 
teachers recognize it, the students want instruction 
in the social and economic aspects of medical prac- 
tice. And they are not getting enough of it—not 
nearly enough. 

The Student A.M.A. is helping a lot to correct 
the deficiencies in medical school curricula. But 
there are so many other things that could be done. 
Students could be given the opportunity to partici- 
pate professionally in school, church, and commu- 
nity health activities which concern nonmedical peo- 
ple. They could actively join in the work of medical 
examinations in elementary schools. They could be 
attached as medical advisors to Boy Scout troops. 
They could understudy the high school team physi- 
cians. They could be family physicians to the poor. 
All these things and more besides our medical 
students could do. And to what purpose? To the 
end that they may learn about the practice of medi- 
cine; to the end that they may learn to understand 
people, which is nine-tenths or more of practice. 

By this time you may have the impression that we 
are trying to replace the Journal of Medical Educa- 
tion. Nothing could be farther from the truth. These 
matters interest us because we firmly believe that, as 
general practitioners, we can help in this type of 
education of medical students. The medical schools 
with general practice clinics staffed by general prac- 
titioners are proving it. 

There’s just one more thought—a challenging 
thought. If we are going to help in the full measure 
of which we are capable, we’ve got to prepare. 
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Practical Office Procedures in Proctology 


BY URBAN R. FINNERTY, M.D. 


Montclair, New Jersey 


Color illustrations courtesy of 
Ciba Pharmaceutical Products, Inc. 
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Figure 1 
Rectal Physiology. 
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Good office proctology depends upon thorough 
° familiarity with the proctoscope and the sigmoidoscope, 


careful general examination of the patient who seems 
to have only a rectal complaint, and recognition of 
the limitations of office treatment. In the management 
of fistula in ano, the extent of the tract should be 
discovered during an unhurried office examination, as 


a prelude fo surgical treatment in the hospital. 


REGARDLESS of how well equipped one’s office may 
be, it is the opinion of the writer that the office 
should be used for the examination of patients, for 
postoperative dressings, and for minor procedures 
affording symptomatic relief. ‘Ambulatory proc- 
tology” is not included in this category. Adequate 
surgery, based on anatomic and pathologic con- 
cepts, requires the proper preparation of the patient 
for both anesthesia and surgery. Adequate surgery 
demands careful postoperative management, antici- 
pation of complications and their proper treatment 
when they arise. Complications can and do arise 
even in patients who are hospitalized. Postoperative 
hemorrhage, infection, urinary retention, and fecal 
impaction are only a few such complications pre- 
senting a greater risk than I should like to handle 
on an ambulatory basis. However, there are many 
diagnostic and therapeutic procedures which may 
be undertaken in the office. 

First is the need for careful examination which 
must include thorough ano-procto-sigmoidoscopy. 
The physician generally must be acquainted with 


Figure 2c. Rectal prolapse; fissure in ano. 


Figu 


Figure 2a. Fistulae: 1 and 2, external; 3, complete in- 
ternal; 4, blind internal; 5, branching; 6, horseshoe. 


re 2b. I. H., internal hemorrhoids; E.H., external 
hemorrhoids; S.T., shin tabs; C., cryptitis; P., papillitis. 
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the simplest, easiest, and best methods of diagnosis. 
What patients should be proctoscoped? Perhaps it 
is too much to expect that all patients having a gen- 
eral physical examination should undergo this pro- 
cedure, but at the very least all patients with symp- 
toms referable to the bowel should have a thorough 


<= 


Figure 3a (above). Gorsch six-inch scope. 
b (below). Well-lighted anoscope (Gorsch). 


examination of the anus, rectum, and colon. It is a 
well-known fact, however, that a large percentage of 
practicing physicians will fail to do a simple digital 
examination, not to mention endoscopy. Dr. Cattell, 
in analyzing his experiences at the Lahey Clinic, 
found that “nearly one-third of patients who have 


neoplastic lesions (of the bowel) have been submit- 
ted to treatment of anorectal conditions without the 


underlying malignant conditions being recognized.” 
The physician who first examines the patient bears 
a great responsibility in making the proper diagno- 
sis. It is little short of criminal neglect for a physi- 
cian to treat anal or rectal disease unless he has 
proved by all methods of examination that another 
more serious lesion such as ulcerative colitis or can- 
cer does not exist. It will do little good for the public 
to be cautioned to seek early medical aid if the physi- 
cian fails in his responsibility to make an adequate 
examination. 

The medical students and the veunger doctors 
must be taught to become as familiar with the proc- 
toscope as they are with the stethoscope or ophthal- 
moscope. While the use of the sigmoidoscope prop- 
erly belongs in the hands of the experienced exam- 
iner, an adequately lighted anoscope and a six-inch 
proctoscope (such as the Gorsch types shown in 
Figures 3a and b) will suffice to bring under observa- 
tion that part of the ano-recto-sigmoid region most 
often involved in malignancy and yet so inade- 
quately shown by x-ray. 


Fissure in Ano 


It is necessary to understand the classification of 
anal fissures in order to evaluate properly the best 
method of treatment. Fissures are classified as acute, 
subacute, and chronic. 

The acute fissure is a recent linear erosion or rup- 
ture of the lining of the anal canal. Many of these 
heal spontaneously, but it should be noted that an 
underlying fibrosis with some fixation may already 
be present, and the basis for recurrence well ad- 
vanced, 

In the subacute fissure the erosion has penetrated 
to the anal fascia overlying the muscle. Definite 
ulceration with beginning induration and fibrosis 
are present. Anal spasm is intermittent but promi- 
nent after defecation. 

The chronic fissure is characterized by further 
progressive changes primarily following inadequate 
drainage with repeated infection, venous congestion, 
lymph stasis, and, not infrequently, submucous fis- 
tula. These pathologic processes usually produce 
the so-called “sentinel pile” externally, the en- 
larged papilla or epithelial polyp internally, and 
chronic interstitial fibrosis (pectenosis). This irre- 
versible “pathologic triad” completes the picture of 
a chronic indurated fissure with its usual painful 
defecation. 

In cases classified as acute or subacute, nonsur- 
gical methods should be tried before contemplating 
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Figure 4a. Perineal nerve supply (very schematic for clearness). (A) small sciatic nerve; (B) perineal branch of small sciatic nerve; 
(C) perineal nerve; (D) inferior hemorrhoidal nerve; (E) branches of fourth sacral nerve; (F) anococcygeal nerve; (G) external 
sphincter muscle; (H) gluteus maximus muscle. b. Showing depth of injection for fissure (according to Morgan). 


surgery. A simple and effective method of relieving 
and often curing recent fissures is by the injection 
of an oil-soluble anesthetic, the use of which re- 
quires a special technique. 

The patient is placed in the lateral (Sims) or in- 
verted position. The posterior anal skin is shaved, 


prepared with tincture of Merthiolate, and infil- 
trated with a small amount of procaine. A three- 
inch, 19-gauge needle with syringe attached is in- 
troduced through a small wheal 3 cm. posterior to 
the anal verge, and inserted well below the skin into 
the cellular tissues of the perianal region. Five to 8 
cc. of the anesthetic solution is distributed in the 
right and left posterior quadrants. The oil may be 
injected directly into the anal sphincter, guided by 
a finger in the anal canal, after the tissues on each 
side of the sphincter have been injected (Figure 
4b). A small amount of oil may be injected directly 
under the fissure bed. The anterior quadrant may 
be injected through laterally-placed wheals, if de- 
sired. The anesthetic oils should not be placed into 
the skin and should not be pooled in the tissues. 
Best results follow an even distribution around the 
branches of the inferior hemorrhoidal, fourth sacral, 
and posterior sacral nerves (Figure 4a). The injec- 
tion of the solution is followed by gentle dilatation 
of the anal musculature. Healing is promoted by 
subsequent topical applications of ichthyol or scar- 
let red ointment. During healing period, defe- 
catory trauma should be avoided by appropriate 
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catharsis and anal hygiene, as well as hot Sitz baths. 

The common practice of cauterizing an acute fis- 
sure with silver nitrate without adequate anesthesia 
should be condemned. It is extremely painful and 
provokes severe muscle spasm with subsequent ag- 
gravation of the fissure with every bowel movement. 
Oil injections may be repeated every seven to ten 
days, but fissures failing to respond usually require 
surgery for prompt relief. 

In cases classified as chronic indurated fissures 
with the irreversible pathologic triad, palliative 
measures are useless. Many patients are deprived of 
the comfort of a normal bowel evacuation because of 
ill-advised injections, and the prolonged use of 
anesthetic ointments, suppositories, and harmful 
catharsis. These patients can be cured only by 
radical surgery. 


Hemorrhoids 


Hemorrhoids are classified as external, internal, 
and mixed (combined internal-external). External 
hemorrhoids are of little clinical significance unless 
thrombosed or unless they interfere with anal hy- 
giene, as in pruritus ani. In regard to internal hem- 
orrhoids, the question is often asked, “What types 
of hemorrhoids are suitable for injection?” Cer- 
tainly the injection method was never intended for 
all classes of internal hemorrhoids. It is indicated 
only for the uncomplicated ones. When sphincter 
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Figure 5. Hemorrhoidal set-up includes hermorrhoidal needles—20 and 22 gauge; canulas for filling syringe; 5 per cent phenol 
in oil; Hartman forceps; Gorsch anoscope; ampuls 5 per cent quinine and urea; Luerlok syringe. 


spasm, papillitis, cryptitis, fissure, fistula, throm- 
botic external hemorrhoids, or mucosal prolapse are 
associated, the most suitable method of treatment is 
radical surgery by means of which the hemorrhoids 
and the complications are corrected in one step. 
Certain exceptions to this rule are patients who 
are poor surgical risks because of coexisting severe 
medical problems or in early pregnancy. 


SUBMUCOSA RECT! 
SUBMUCOUS INJECTION 


Figure 6. The submucous injection of hem- 
orrhoids and intrahemorrhoidal injection. 


The injection of internal hemorrhoids is not a 
simple procedure. Great care must be used in the 
selection of cases. One must have the proper equip- 
ment (Figure 5), and, above all, the knowledge and 
skill to carry out this method of treatment. The 
novice should, therefore, obtain practical instruc- 
tion from someone proficient in its technique. The 
most successful and widely used solutions are (1) 
phenol (5 per cent) in vegetable oil, preferably 
sweet almond oil; and (2) quinine and urea (5 per 
cent). A solution of the latter, Quinuride, has been 
found to be particularly effective. A case record 
must be kept of the sites of the injections and the 
amounts and kinds of solutions used. Caution must 
be exercised in injecting previously-injected areas. 
The anterior and posterior commissures are best 
avoided, especially anteriorly where an improperly- 
placed injection may result in slough with recto- 
vaginal fistulization in the female, or involvement of 
the prostatic capsule in the male. 

A combination of therapy is often successful. I 
prefer to use 5 per cent phenol in vegetable oil for 
high submucous injections, given usually 3 or 4 cm. 
above the pectinate line, and to use quinine and 
urea or Quinuride for intrahemorrhoidal injections, 
especially near the pectinate line (Figure 6). One or 


GP e Volume V, Number 6 


e 
| 5% PHENOL 
4 
~2 
AK. 
5% QUININE = 
AND UREA 


more sites may be injected at each visit, but it is 
preferable not to inject more than two locations at 
one time, with repetition at weekly intervals. It is 
better to use a small amount of solution for an initial 
injection to determine the tissue response. The 
quantity to be used subsequently can then be predi- 
cated upon the reaction to the previous injection. 
External thrombotic hemorrhoids may be treated 
by hot applications such as aluminum subacetate 
(1:10 dilution), or by excision if they are large or 
painful. The excision may be done under local anes- 
thesia by removing an ellipse of skin overlying the 
thrombus, with evacuation of all of the clots. The 
skin edges should be trimmed to prevent primary 
union with possible further formation of thrombi. 
Ordinarily, no suturing is advisable. The concom- 
itant use of 5 cc. of an oil-soluble anesthetic helps 
relieve postoperative discomfort; this solution 
should be used before surgery rather than afterward. 
If external thrombotic hemorrhoids are associated 
with other pathology, such as moderate or large in- 
ternal hemorrhoids, corrective surgery is indicated. 


Abscesses 


Anorectal abscesses may be classified as perianal, 
ischiorectal, submucous, and pelvirectal (Figure 7). 
Every anorectal abscess should be incised at the 
earliest possible moment. It is not desirable to apply 
palliative treatment in the hope of controlling in- 
fection or waiting until fluctuation has occurred, for 
abscesses in this region rarely clear up spontane- 
ously. What is a perianal abscess today may become 
an ischiorectal abscess tomorrow ; a unilateral ischio- 
rectal abscess one day perhaps a bilateral abscess 
the next, with subsequent complex fistulization. 
Only occasionally is it advisable to treat a small 
marginal abscess in an ambulatory fashion. In order 
to obtain the best results, abscesses must be opened 
thoroughly. In view of the pathogenesis and the im- 
portance of the after-care, these patients must be 
admitted to the hospital as emergencies. 


Pruritus Ani 


The management of this problem presents a chal- 
lenge to the profession. Much can be done to alle- 
viate the suffering of this very common affliction. 
Rather than prescribe every ointment or suppository 
which is advertised through the mails or casually 
tell a patient to “stop scratching,” one should un- 
dertake a thorough study of the patient. The mini- 
mal diagnostic procedures that must be done con- 
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Figure 7. Composite diagram of anorectal abscesses. 
1. Perianal abscess, on the right marginal, on the 
left arising deep to the subcutaneous external sphinc- 
ter; 2, ischiorectal; 3, submucous; 4, pelvirectal. 


sist of: (1) a careful history, especially in regard to 
diet, allergic tendencies, fungus infection, and psy- 
chic disturbances; (2) a thorough physical examina- 
tion including blood and urine analyses; (3) proc- 
toscopy; (4) stool examination; (5) skin biopsy. 
The more complete the diagnostic work-up, with 
elimination of anorectal pathology, parasitic and 
mycotic infestation, allergic and contact dermatitis, 
the fewer cases will fall into the class of idiopathic 
pruritus ani. While undertaking the diagnostic 
workup, a useful office procedure to afford sympto- 
matic relief is the injection of an oil-soluble anes- 
thetic into the perianal space. The technique of this 
procedure varies from that used in acute anal fissure 
in that the solution is injected superficially, 2.¢., just 
beneath but not into the perianal skin. Five to 10 
cc. may be injected at a time in one or more quad- 
rants around the anus, and this can be repeated in a 
few days until the entire circumference has been 
anesthetized. The same care and preparation of the 
skin, as described in acute fissure, must be exercised 
in order to avoid infection. The procedure may be 
repeated at seven- to ten-day intervals. The use of 
an oil-soluble anesthetic will also permit the re- 
moval of skin for biopsy study. The great majority 
will respond to intelligent medical management. 
Surgery for pruritus per se should be reserved for 
irreversible skin changes and intractable itching. 


Fistula in Ano 


This complex problem requires special considera- 
tion. The minimal diagnostic workup, in addition 
toa careful history and physical examination, should 
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Figure 8. Fistula set-up includes medicine glass for topical anesthesia; Hartman forceps; Gorsch anoscope; 
2 cc. and 5 cc. Luerlok syringes; various silver probes; fistula tips; fenestrated probe threaded with fine wire. 


include the following: (1) inspection and careful 
palpation of the perianal tissues for tracts; (2) care- 
ful anal (digital) palpation for a possible primary 
opening and for determination of the status of the 
anal musculature; (3) ano-proctoscopy. Contrary 
to the opinion held by some, it is generally inad- 
visable to bring a patient to surgery in the hope of 
locating the primary or internal opening under 
anesthesia. Far too often this opening is obscure, 
thus necessitating a prolonged search. It is possible 
that the surgeon may then become impatient be- 
cause of the limitation of the operating schedule and 
hastily conclude, in error, that a site is the primary 
opening—or worse—he may create one where none 
exists. It is far better to search diligently for the 
various tracts and for the primary (internal) open- 
ing before going to the operating room. The use of a 
topical anesthetic agent such as Topogesin or Nuper- 
caine or other suitable agent is very helpful. The 
solution may carefully be injected into the second- 
ary (external) opening or openings, prior to prob- 
ing, with a syringe and fistula tip (Figure 8). 

The patient often experiences a burning sensa- 
tion in the anal canal when the solution enters, thus 
establishing the completeness of the tract. The addi- 
tion of color to the solution may facilitate the visual- 
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ization of its entry into the canal when viewed 
through a well lighted anoscope. Careful probing 
may now be done more comfortably, and often the 
internal opening may be confirmed by the entrance 
of the probe into the canal. In this event it may be 
wise to mark the outline of the tract by means of a 
fine steel wire threaded through the eye of a fenes- 
trated probe. Marking a tract in this manner will 
obviate the difficulty of locating the primary (inter- 
nal) opening at surgery. 

The terms, complete, incomplete, blind, internal, 
and external fistula are of secondary importance 
(Figure 2). The crux of successful fistula surgery is 
the determination of the precise relationship of the 
main tract and its internal opening to the anorectal 
ring and the anal intermuscular septum (Hilton’s 
Line—Figure 1). On this fundamental concept fis- 
tulae are anatomically classified as: 

1. Subcutaneous or submucous—5 per cent. 

2. Low anal—75 per cent. Tract enters the anal 
canal at or below the intermuscular septum. 

3. High anal—15 per cent. Tract enters canal 
above the intermuscular septum but below the ano- 
rectal ring. 

4. Anorectal—5 per cent. Tract enters rectum 
above the anorectal ring. 
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Complex fistulae had best be handled by those 
experienced in their management. The first surgeon 
has the best chance for cure. Repeatedly operated 
patients with scarred-up perianal structures and 
with various degrees of anal incontinence may be 
well nigh incurable, even in the hands of the most 
skilled surgeon. 


Hypertrophied Anal Papillae 


Hypertrophied anal papillae usually result from in- 
flammation or chronic irritation of the anal canal, as in 
proctosigmoiditis, hemorrhoidal prolapse, and from 
repeated passages of hard stools. If hypertrophied 
papillae are associated with rather marked internal 
hemorrhoids or other anal pathology, surgery is in- 
dicated. However, when associated with small inter- 
nal hemorrhoids, the papillae may be treated simply 
by fulguration with Oudin (monopolar) current, 
and the hemorrhoids treated by injection. The base 


of the papilla is injected with a few drops of procaine 
through an anoscope, care being taken not to over- 
distend the papilla. It may then be destroyed to the 
level of its base. It is advisable not to use a bipolar 
current for fear of creating a deeper and more pain- 
ful necrosis, with subsequent ulceration and infec- 
tion. The concomitant use of an oil-soluble anes- 
thetic around the musculature will help to prevent 
postoperative spasm and discomfort, but usually 
this is not necessary. 


Tumors of Rectum and Sigmoid 


Discoveries of benign and malignant tumors of 
the rectum and sigmoid present the proctoscopist 
with his greatest opportunity. Benign tumors are 
listed as adenoma, villous papilloma, fibroma, myo- 
ma, lipoma, lymphoma, and hemangioma. 

By far the most common benign tumor found in 
the rectum, sigmoid, and colon is the adenoma, 


Figure 9. Gorsch electrocoagulation suction apparatus. 
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Figure 10. Gorsch electrosurgical snare. 


which is a premalignant lesion. Radical surgery 
with extended resection has probably reached its 
peak for the cure of malignant lesions of the terminal 
bowel. Further progress, then, is to be made in the 
discovery and destruction of the premalignant in- 
testinal polyp. A useful classification is as follows: 

1. Mucosal hyperplasia. 

2. Sessile adenoma. 

3. Pedunculated adenoma. 

4, Adenoma malignum. 

5. Adenocarcinoma. 

The only conclusive method of differentiating 
between the benign and the malignant adenoma is 
by histologic study, and even this method is not in- 
fallible. One or more negative biopsy reports do not 
rule out the possibility of cancer. The advantage of 
removing the entire polyp for serial section is quite 
evident. X-ray examination, using a double-contrast 
medium, is of great value and should be used when- 
ever a single adenomatous polyp is seen endoscop- 
ically, for polyps are often multiple. 

There is considerable controversy about the man- 
agement of polyps. The following procedure has 
been found useful: Sessile adenomas are treated by 
fulguration with a diathermy electrode through a 
proctoscope or operating sigmoidoscope (Figure 9). 
A low current is used in all cases to avoid the risks of 
coagulating too deeply. Adenomas above the peri- 
toneal reflection (Figure 1) should be treated with 
greater caution. It is safer to deal with these cases in 
two or more sessions at two-week intervals rather 
than expose the patient to the danger of perfora- 
tion. Sessile tumors classified as adenoma malignum 
should be treated as cancers. 

Pedunculated adenomas, especially those below 
the peritoneal reflection, are best removed by elec- 
tric snare, thus providing the entire specimen for 


study (Figure 10). This procedure is adequate even 
for adenoma malignum of the pedunculated type. 

When a pedunculated or a sessile adenoma of the 
lower rectum can be delivered outside the anal ca- 
nal, it should be removed surgically. Tumors be- 
yond the easy reach of the sigmoidoscope and those 
which are doubtfully benign are best handled by 
colotomy, accompanied by resection when indicated. 

The destruction of benign tumors by fulguration 
may readily be done in the office. No anesthesia is 
required. However, the use of procaine or an oil- 
soluble anesthetic about the anal musculature will 
permit the use of a larger scope, which greatly facili- 
tates the procedure. Repeated biopsy studies must 
be done for possible malignant change. 

The removal of pedunculated polyps by diather- 
my snare is best done in a hospital. This is especially 
true for those growths above the peritoneal reflec- 
tion because of the risk of bowel perforation. 

One should be skilled in the use of snare and ful- 
guration procedures, and one should be thoroughly 
acquainted with the machine, if the complications of 
hemorrhage and perforation are to be avoided. The 
type of machine is not nearly so important as fa- 
miliarity with its use. 

Patients who have been treated for benign or 
malignant lesions of the bowel must be diligently 
and regularly re-examined. The checkups must in- 
clude, among other procedures, careful procto- 
sigmoidoscopy, barium studies of the colon with air- 
contrast media, and even exploratory laparotomy 
with multiple coloscopy when in doubt. The pa- 
tient who has developed one lesion is very likely to 
develop another. Here is an opportunity for cancer 
prevention. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY WILLIAM A. REILLY, M.D. 


San Francisco, California 


Earty recognition of hypothyroidism in children _ ism during childhood paradoxically causes gigantism 
permits early replacement therapy—prevents stunt- _and infantilism. 
ing of physical and mental growth. Hyperthyroid- Infantile Hypothyroidism. In Figure 1, a photo 


Figure 1. Infantile hypothyroidism, age 9 months. Figure 2. The same patient at the age of 12 months. 
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Figure 3. Age 9 months. 


Figure 4. At 12 months. 


taken at 9 months of age, the thickened features, 
thick large tongue, and sparse hair can be noted. 
Infants born with a congenitally deficient thyroid 
gland usually require some months to develop the 
classical features. If the mother’s thyroid was nor- 
mal, as is usually the case, her hormone acting in 
utero usually postpones the development of thyroid 


deficiency in her offspring. 

Figure 2 is a photo made at 12 months; it shows 
the excellent response to desiccated thyroid. 

Treatment with desiccated thyroid (18 mg. a 
day) was started when this infant was 9 months old, 
as pictured in Figure 3. 

Figure 4 is a photo made at 12 months; it shows a 
rapid change to a normal facies and complete dis- 
appearance of the umbilical hernia. 
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Figure 5. Childhood hypothyroidism, stippled epiphyses. 


Figure 5 illustrates stippled epiphyses at the fem- 
oral heads, disappearing under therapy, in a case 
of childhood hypothyroidism. 

Childhood Hypothyroidism. The little boy in the 
photo labeled Figure 6 is the same age as 12-year- 
old “control.” He had been markedly hypothyroid 
all his life—had never been treated. His height, 
epiphyseal age, and mentality were those of a 5- 


Figure 6. 12-year-olds; left, 
hypothyroid; right, normal. 


year-old. X-rays showed “stippling” of epiphyses. 

He is shown again in Figure 7 after one year of 
treatment with desiccated thyroid (45 mg. daily). 
He had grown 4 inches and was improved in facial 
appearance and in mental function. In Figure 7, 
also, the little girl, then 12 years old, had been se- 
verely hypothyroid all her life—had a physical and 
mental age of a 4-year-old. 


Figure 7. Improvement 
after thyroid treatment. 
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Figure 8. Right, 14-year-old 
improved to 8-year level. 


In Figure 8 she is shown again after two years of 
treatment (45 to 60 mg. of thyroid daily). She had 
developed to an 8-year level—still contrasts remark- 
ably with the normal 12-year-old who is photo- 
graphed standing beside her. 


Here’s a Helpful Hint. . . 


= 


Figure 9. Extraskeletal 
growth in hyperthyroidism. 


Figure 9 illustrates hyperthyroidism (4 years’ 
duration) in a 12-year-old, showing gigantism due 
to prolonged, excessive hypermetabolism—infantil- 
ism due to antagonism of thyroid hormone for 
ovarian function. 


THE commonest symptom of cancer of the body or tail of the pancreas is upper abdominal pain, and 
often it is aggravated by lying down and relieved by sitting up. Unexplained peripheral venous throm- 
bosis is sometimes an early clue. (Smiru, B. K., and Atpricut, E. C.: Ann. Int. Med., 36: 90, 1952.) 


In THE application of a leg and foot cast in order to eliminate the tedious work of cutting the heel 
out after the cast has hardened, simply apply the open end of a drinking glass into the heel, then 
apply your cast to the leg and around the foot. Remove the glass and the heel is open.—RussELL 


G. Cusuine, M.D. 
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BY GOODRICH C.SCHAUFFLER, M.D. 


Portland, Oregon 


The gynecologist has special problems in his practice because of the femininity of his patients. He must respect 


their reticen.e and modesty, win their confidence by evincing keen professional interest in their complaints, and 


at the same time retain an attitude of personal detachment. His conduct with patients in clinic practice must 


provide a good example for students and interns. 


Tue relationship between the gynecologist and his 
patient involves all of the important factors in the 
total physician-patient relationship. However, cer- 
tain components in the physician’s approach to the 
patient will be of greater importance in his approach 
to his women patients. This is simply because a 
woman’s perception is basically different from a 
man’s; it is more sensitive to certain personality 
affects. Women, for example, are more keenly aware 
of a doctor’s appearance and professional bearing. 
The woman’s physician must be meticulous in his 
personal appearance and behavior, and he must be 
subconsciously sure of this. 

It is unfortunate that certain doctors—especially 
gynecologists—are so preoccupied with these ne- 
cessities that they go too far in the matter. Women 
are as quick to disrespect sham as they are to ab- 
hor sloppiness. But there is an ideal middle ground, 
which insures the confidence of the patient in the 
physical and mental cleanliness of her physician. 

First and always, the gynecologist must realize 
that his patient is feminine, that in his office she 
is not merely a patient, but consciously a woman 
in the presence of a man. The physician must se- 
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cure his own position in the patient’s understand- 
ing by appreciating the niceties of her self-concern. 
She wishes to make a good and womanly impres- 
sion upon her doctor. The uninitiated physician 
may be astounded to learn that a patient, who may 
have committed some outrageous transgressions, 
nevertheless wishes to impress him favorably. 
Therefore the physician will do well to respect his 
patient’s state of mind. 


A Friend and Confidant 


Now, in relation to the physician himself, it is 
hardly necessary to mention that his reaction is 
quite the reverse. Whereas she is consciously a 
woman, he is first, a friend and confidant; second, 
a physician interested only in his patient’s well- 
being—not at any point self-consciously a male. I 
shall later discuss lapses—some of them serious— 
from this essential psychology. For the moment I 
may say that this subconscious assurance of his de- 
tachment is the potent factor which wins him the 
confidence of his patients. 

The intensity of a woman’s reluctance to expose 
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her body for examination is sometimes beyond the 
comprehension even of the seasoned gynecologist. 
I believe that we must constantly respect our pa- 
tients’ feelings in this matter. Only in this way— 
even at the expense perhaps of seeming to our- 
selves a trifle artificial—can we expect to soften 
this psychic resistance in our patients. The doctor 
may tend to belittle the concern of a mother or a 
friend of a young woman who is about to have her 
first gynecologic examination. The intensity of the 
repugnance with which young women face such an 
ordeal is difficult for us to appreciate. We must 
not dismiss such people with the idea that they are 
silly or prissy. It is interesting to me that even 
women who may at other times be out-and-out ex- 
hibitionists are not at all so in the doctor’s office. 


The Value of Privacy 


A practical example of what I am saying in- 
volves a blunder which is still occasionally made in 
modestly equipped offices by physicians of meager 
perception. An embarrassed and terrified woman 
who has been subjected to a brief bombardment of 
disconcerting questions is suddenly asked to step 
to the other side of the room and disrobe for ex- 
amination without benefit of any kind of screen. 
Apparently some physicians do not have sufficient 
consideration for their patients to recognize the 
necessity for dressing rooms or at least screens and 
appropriate examination garments. 

Doctors also tend to be careless about such 
things as uncurtained windows or open doors. I 
have had bitter complaints from sensitive patients 
(after I have gained their confidence) concerning 
such matters. Then there is the careless practice 
of discussing the patient’s condition with her while 
she is still in the lithotomy position. I have un- 
thinkingly committed this sin too many times. 

This train of thought brings up a matter which 
I have long considered controversial. I recall that 
in his book, Consultation Room, Fred Loomis strong- 
ly advises that there should be no locks on exam- 
ination room doors and that no one should knock 
before entering. He fears that patients may suppose 
that such goings-on imply the possibility of unethical 
happenings. He is insistent also about nurse at- 
tendance at all times. Frankly, I do not agree with 
Loomis. It seems to me that these are minor matters 
which can be thrown into an unpleasant perspec- 
tive by being made conspicuous. In fact, I believe 
a patient may be made uncomfortable by too ob- 
vious efforts to reassure her. I have often had an 


embarrassed patient request that the nurse not be 
present at the examination. If she must suffer a 
violation of her modesty, she prefers that it shall 
not be in the presence of another woman. The 
matter of forbidding knocking on doors seems to 
me to be so silly as to be negligible. 

The matter of constant nurse attendance at gyn- 
ecologic examinations deserves a little special con- 
sideration. An observant physician will find that 
some of his patients like the nurse to be absent 
during part or all of the consultation. Under no 
circumstances should the nurse be allowed to take 
essential parts of the patient’s history. When it is 
apparent during an examination that the patient is 
further embarrassed by the presence of another 
woman, the nurse should tactfully disappear. This 
can easily be arranged by an inconspicuous sign 
of some sort. The more legal minds among us will 
argue that we must have constant nurse attendance. 
I agree that if the physician has not clearly ap- 
praised his patient’s type he should be cautious. 
There have been occasional instances in which a 
physician was trapped in a difficult legal situation. 
Of course, flagrant abuses of his privileged status 
may call for criticism from any quarter. For ex- 
ample, examination of a woman alone in an oflice 
at an odd hour, especially at night, simply invites 
criticism or even serious trouble. 


Obtaining the History 


The quality of the history obtained from a wom- 
an at her first visit depends entirely on the degree 
of confidence which the physician instills, and the 
degree of friendly relaxation which he can induce. 
This is especially true of the timid woman, seen 
for the first time. A friendly reception, an easy 
handshake, some completely nonprofessional re- 
marks may be helpful in putting the patient at 
ease. There are a thousand ways of breaking the 
ice, and I would not presume to try to teach such 
basic lessons. In any case the physician’s unstudied, 
eager interest in the patient’s complaints is his 
most valuable asset. 

Once he has put his patient at her ease, the 
physician may pursue his scientific interest to the 
end of his requirements, but he will be wise to 
proceed cautiously. He will do well to follow the 
patient’s own story, as she wants to tell it—how- 
ever diffuse or boring it may seem—for a time at 
least without interruption. His obvious interest then 
enables him to maneuver his patient into a position 
where he can lead the conversation. Also, under 
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no circumstances should a nurse or secretary be 
allowed to take the history and make the first ap- 
proach to the patient. The physician’s personal 
interest invites the patient’s confidence; one con- 
fidence leads to another, and, in the end, the his- 
tory simply tumbles out by itself. 

Office interruptions to history-taking are more 
than embarrassing; they may be extremely damag- 
ing to good rapport with the patient. Long and 
sometimes intimate discussions with other patients 
by phone; frequent rappings on the door and in- 
terruptions from the outer office; the many, dis- 
concerting details of office routine, are especially 
obnoxious to the woman patient. Obvious note- 
taking—especially by a nurse—is especially annoy- 
ing to some patients. Much of the most valuable 
information about a woman’s health may include 
details she would not choose to have written into a 
record. Of course such data are essential, and they 
may be recorded later. 


Friends’ Attitudes 


Contact with people outside of practice is fraught 
with certain inconsistencies and embarrassments. 
Rakish friends are inclined to envy the physician’s 
special entrée and may congratulate him for what 
seem to them to be advantages in an approach to 
their burlesque concepts of sex. Squarely against 
this jaundiced attitude, staunch feminine friends 
often wonder how the doctor is able to carry on 
daily contact with what seems to them to be a 
tawdry and disreputable segment of woman’s life, 
and at the same time maintain a healthy status in 
his own social adjustments. In other words, the 
gynecologist has achieved a special status which is 
exaggeratedly misunderstood by opposing camps 
of social conduct. The fact is, of course, that the 
gynecologist’s work is his consuming interest. 
Others may fail to realize that the frailties of 
women—to them perhaps disgusting diseases, in- 
volving disreputable and shameful exhibitions— 
are to the gynecologist merely an interesting brack- 
et in his professional thinking. 


Patient Fixation 


At this point, it seems that I would not con- 
scientiously fulfill the requirements of my title if I 
were not to mention the matter, so much exag- 
gerated in the lay mind, of a serious fixation on the 
part of the patient toward her gynecologist or ob- 


stetrician. To be perfectly frank, I believe that an 
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occasional maternity patient may develop a sort of 
“fixation” for her obstetrician. In a superficial 
sense she may be “in love” with him. I do not 
want to imply that there is not in the relationship 
between the obstetrician and his patient, as human 
beings, the potential for a deep and very fine un- 
derstanding—a sort of permanent spiritual allegi- 
ance. The unstudied goodness of this relationship 
may perhaps be a basic factor in the success of the 
woman in her ordeal. I am frank to say that the 
relationship may carry a very substantial emotional 
impetus—yet will be scrupulously clean of any of 
the more vulgar sort of man-woman relationship, 
unless one of the parties knowingly steps out of the 
path of natural decorum. 

Occasionally, the physician—especially the young 
specialist—may be faced by a difficult attachment— 
a “crush” of one of his patients, which may be- 
come overtly embarrassing. Under such circum- 
stances, the only course for the physician is one of 
complete candor. If the situation is given a good 
airing, by preference in front of all parties con- 
cerned, it is likely to fall quickly back into a 
healthy perspective. In pathologic instances of this 
sort, the physician will be unable to mask the 
situation and save face for his patient, so he will 
do much better to bring it into the open and may 
in the extreme case be forced to repudiate the 
matter openly. 


Influence of Parents 


A special group in gynecologist-patient relation- 
ships are adolescents and small girls with female 
troubles. The care of babies will involve, insofar as 
psychologic difficulties are concerned, chiefly the 
babies’ parents or guardians. However, older chil- 
dren and, more especially, late adolescents will 
have developed a personal set of reactions, and 
they must have the same special attention which is 
accorded an adult—perhaps even more, for in the 
case of the child, one has to deal not only with 
her intrinsic troubles but also with the ideas super- 
imposed by her parents. It is desperately important 
in such cases to deal with unreasonable fears and 
morbid superstitions which are commonly held by 
parents of little girls with “female troubles.” 

The influence of the parents will often be so 
strong that the child will not recognize the truth, 
unless she can be approached quite as an individual. 
To this end, I have occasionally found it necessary, 
after I have cultivated the child’s confidence, to ex- 
clude her mother from interviews regarding her 
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difficulties. The gynecologist will not usually suc- 
ceed in gaining the child’s co-operation if he deals 
with her entirely in a superficial manner. This is 
especially true when the complaints involve behav- 
ior problems, such as masturbation or the intro- 
duction of foreign bodies into the vagina. 

Finally, a word of caution is due to physicians 
who practice in free clinics and teaching programs. 


There enters here a subtle tendency toward disre- 
gard of the patient’s reticence and personal dignity. 
The gynecologist must be just as careful of the 
patient’s self-respect and modesty in his teaching 
practice as he is with his private patients. Students 
and interns may learn their nicest lessons in these 
vital matters by observing the thoughtfulness and 
gentleness of their teachers. 


“Let's Talk About Smallpox Vaccination” 


Wir the coming of the new school year, many 
general practitioners will begin to be plagued by 
visiting nurses, principals, school doctors, and 
parents requesting information as to why little 
Johnny or Mary’s vaccination is reported as posi- 
tive, or negative, when the arm is not like the 
child’s next door. 

It is not uncommon to hear from parents that 
their offspring have been vaccinated three, or 
four, or five times, and nothing has happened; 
and this situation will continue unless the public 
health authorities and general practitioners and 
nurses recognize this one fact: it is possible for 
a vaccination to “take” and yet leave no mark. 

Three types of reaction may result from a vac- 
cination. The reaction depends upon the degree 
of immunity possessed by the individual. 

1. If an individual who has never been vacci- 
nated, has never had smallpox, and has very 
little natural immunity to smallpox, is vaccinated, 
he develops what is known as a primary reaction 
or “take,” or a vaccinia reaction. A papule ap- 
pears on the third day at the site of vaccination, 
becomes vesicular about the fifth day, and is sur- 
rounded by a band of erythema. About the tenth 
day there is maximum development of the vesicle 
and erythema, and there may be localized lympha- 
denopathy. Following this, the redness subsides 
and the vesicle, which may have become pustular, 
shows a crust which separates at about the twenty- 
first day, if left undisturbed. The physician usu- 
ally has no difficulty in identifying this reaction. 

2. The “accelerated” or “‘vaccinoid” reaction 
occurs in individuals who are partly immune to 
the vaccine. At about thirty-six hours a papule 
appears at the point of vaccination; the lesion 
develops more rapidly than in the primary reac- 
tion, and the reddened area is not so widespread. 


The height of the reaction is reached in four to 
eight days and then the area rapidly subsides. 

3. The “immediate” or “immune” reaction 
occurs in individuals who have a high degree of 
resistance to smallpox as a result of a previous 
attack, a former vaccination, or natural immunity. 

The papule and a very small area of redness 
appear within the first twenty-four hours of re- 
action, and in three days the peak is gone. This 
reaction gives the most difficulty, and an error 
in time of reading accounts for this. 

Ordinarily, a patient is vaccinated by the phy- 
sician and told to return within one week. If the 
immune reaction has occurred, by the end of the 
week when the patient returns, there is no evi- 
dence of anything and the patient is revaccinated. 
This may go on for several occasions, until the 
physician gives up hope and gives a notice to the 
school that the child has been vaccinated. The 
following year the technique may be repeated. 

The technique followed in this office is a simple 
one. The youngster is vaccinated and told to re- 
turn in two or three days at which time an im- 
mune reaction may be found. If no reaction is 
noted he is brought back in one week, and then 
if no reaction, he is revaccinated at this time. It 
is necessary to use a vaccine that is not outdated 
and to employ the proper technique. If these two 
precautions are taken, then one of the three types 
of reaction will always follow. 

It is also necessary to make sure that the vial 
is completely emptied of vaccine material at the 
time of inoculation, since occasionally the mate- 
rial may separate. It is hoped that as more physi- 
cians take notice of this technique, the mental 
tortures inflicted on many six-year-olds will be 
avoided, and there will be savings in time and 
material. —Epwin Matun, M.D. 
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BY PAUL WILLIAMSON, M.D. 


University of Tennessee, Memphis 


Cardiac psychoneurosis is by all odds the most frequent type of heart trouble seen in general practice. 
The diagnosis is relatively easy and the response to common sense management is usually good. The mainstays 
of treatment are understanding, reassurance, and mild sedation. 


OF THE patients who enter a physician’s office be- 
lieving that they have heart disease, more than 50 
per cent have no organic changes in the heart. Of 
the remainder, more than half have symptoms more 


severe than can be accounted for by the organic 
lesions present. 

While no surveys have been made, one gains the 
distinct impression that, in terms of monetary loss 
and loss of time from work, cardiac psychoneurosis 
is just as important as actual organic heart disease. 
Of course, cardiac psychoneurosis is not a major 
threat to life. As a matter of fact, longevity figures 
tend to show that the psychoneurotic has a slightly 
longer life expectancy than the “normal” person. 

In general there are three forms in which the 
physician encounters the problem of cardiac psy- 
choneurosis. In the first, the patient has no organic 
heart disease. The anxiety which characterizes his 
psychoneurosis is responsible for all his somatic 
complaints. The anxiety in turn is aggravated by 
fear of the consequences of heart disease—a fear 
which may have been intensified as a result of ill- 
considered opinions previously given the patient 
by other physicians. In the second form, the pa- 
tient has overt organic heart disease plus manifes- 
tations of anxiety. In this instance the tendency is 
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“Among the classes. 
man alone is subject 
to palpitation, for he. 
alone. is subject to 
the emotion of hope.” 


Aristotle, 325 B.C 


all the stronger for anxiety to increase as a result 
of fears about the state of the heart. The third form 
of cardiac psychoneurosis is the most trying of all. 
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“Consciousness of the action of the heart is a fre- 
quent complaint of the psychoneurotic cardiac.” 


In this type the patient has symptoms which are 
exclusively emotional in origin but also has the 


prospect of developing organic heart disease—a 
fact which becomes known only retrospectively. 

For example, a patient with cardiac psychoneu- 
rosis is found to have a heart that is quite normal 
by all criteria. At a later time, he develops myo- 
cardial infarction, an eventuality which could not 
have been predicted. Under these circumstances he 
is likely to become quite resistant to the physician’s 
efforts at reassurance about those symptoms which 
are indeed of psychic origin. 

It is important for the general physician who 
would be of greatest service to his patients to 
understand well the diagnosis and treatment of 
functional heart disease. The theories of causation 
of such disease will not be a matter of discussion in 
this brief article. 


Symptoms and Signs 


Consciousness of the action of the heart is a 
frequent complaint of the psychoneurotic patient. 
This is usually described as “pounding” or “bound- 
ing” of the heart. On careful questioning it will 
usually be found that episodes of this heart con- 


sciousness are associated with emotionally intense 
periods, but are seldom associated with activity. It 
should be made clear that no irregularity of the 
heart’s action is implied. 

A carefully taken history will show the lack of 
relationship to effort. In the further absence of ele- 
vated blood pressure and signs of hyperthyroidism, 
this symptom can be taken as a definite indication 
of cardiac psychoneurosis. Upon examination, an 
increased intensity of all heart sounds is audible 
in about half these patients, but other findings rela- 
tive to this symptom are not present. 

Precordial pain is a frequent complaint. Investi- 
gation will reveal that the “pain” usually does not 
have the typical qualities of the sensation from 
coronary artery disease. It is most often located 
where the patient believes the heart to be (peri- 
apical distribution). Radiation is seldom as would 
be expected from an organic lesion; in fact, in 
most of these patients there is no radiation at all. 

Very detailed questioning about the pain will 
sometimes reveal that it is not a pain at all, but a 
feeling that “‘all is not right” in the chest. Occa- 
sionally these patients complain of a dull aching, 
deep in the chest, or a sharp, pricking sensation 
in the region of the cardiac apex. Pain usually is 
not present at times of pleasurable exertion, and, 
frequently, it appears while the patient is at rest. 
Very often the superficial tissues over the apex are 
tender or show hyperesthesia. 

Disorders of rhythm, most frequently extrasys- 
toles, are a common presenting complaint. It has 
been fairly well established that all the arrhythmias 
may appear on a functional basis. However, extra- 
systoles will account for over 80 per cent of such 
problems. The patient will say that the “heart turns 
over” or “flops up into the throat.” Again, it will 
be found that these manifestations do not occur at 
the times they might be expected to occur in the 
patient with a diseased heart. During long periods 
of physical stress, if productive of pleasure, the 
patient may be completely free of symptoms. Again, 
the slightest emotional strain or anxiety may pro- 
voke frequent runs of extrasystoles. These ab- 
normal beats may stubbornly refuse to appear while 
the physician is listening to the heart. 

Dyspnea is seldom a chief complaint, though 
nearly universal in psychoneurotic heart disease 
and practically always mentioned by the patient 
during the taking of the history. The common type 
of dyspnea is pathognomonic of emotional disturb- 
ance. The patient will state that she is short of 
breath and cannot get air far enough into the lungs 
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with each respiratory effort. This is productive of 
occasional long, sighing respirations. 

This dyspnea has had one humorous sidelight 
for the writer. On his consulting desk there is a 
clock with a second hand. It has been instructive 
to measure the length of time these people—who 
complain of severe dyspnea—can talk without tak- 
ing breath. The record, held by a charming, though 
voluble young woman, is 14 seconds. In true cardiac 
dyspnea, the patient seldom talks more than two 
or three seconds between breaths. 

Sometimes the long, sighing respirations are so 
frequent that symptoms of hyperventilation result, 
with early signs of tetany. This accounts for such 
complaints as dizziness, tingling in the extremities, 
and “muscular jerks.” 

Insomnia is not a frequent initial complaint, but 
is so common in the psychoneurotic states that it 
deserves mention. The tensions that are thought to 
be at the root of psychoneurotic disorders are par- 
ticularly likely to come into play while the patient 
is at rest. The period immediately after retiring is 
frequently productive of acute anxiety in these 
people. Of all the things to be done for the patient, 
relief of insomnia is one of the easiest and most 
gratifying. 


Differential Diagnosis 


With the possible exception of early hyperthy- 
roidism, there are no diseases which should be con- 
fused with the clear-cut psychoneurosis, anxiety 
type. The problem, rather, is one of determining 
how much of the total picture is due to the psychic 
disturbance which is known to be present, and how 
much is due to organic change. 

There is no perfect method for making this eval- 
uation. It is safe to assume, in dealing with a known 
psychoneurotic, that the symptoms are due to psy- 
chic change until proven otherwise. This is not to 
say that it is safe to omit a search for evidence of 
organic change. /¢ is not. 

Any discomfort that cannot be clearly accounted 
for on an organic basis, and which seems clearly to 
be related to anxiety or other emotional disturb- 
ance, may be temporarily assumed to be psycho- 
genic. A brief period of observation will usually 
serve to make the picture clear. 


Treatment 


In this brief discussion, no effort will be made to 
enter into the details of psychotherapy. Rather, 
what might be called the less complicated ‘“com- 
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“Psychoneurotic disorders are particularly likely 
to come into play while the patient is at rest." 


mon sense” management of these patients in general 
practice will be considered. It is understood that 
there will be cases of cardiac pyschoneurosis with 
which the general practitioner cannot cope. Such 
patients must be referred to a psychiatrist, but this 
should not be done until a thorough physical study 
has first been done. 

To begin with, no physician should attempt to 
treat these patients until he has confidence enough 
in his diagnostic acumen to say “you have no or- 
ganic heart disease’—and mean it. As is well 
known, a thorough history and physical examina- 
tion—perhaps a little more extensive than abso- 
lutely necessary—is the first step. The patient 
should be told the truth as it is revealed by this 
examination. Particularly is this necessary in the 
absence of organic disease. When minor abnormal- 
ities are discovered during examination, the phy- 
sician must be prepared to explain confidently that 
these findings are insignificant. This is especially 
true for such findings as extrasystoles and soft 
systolic murmurs. Insignificant aberrations in the 
electrocardiogram are better left unmentioned. 

Mild sedation is advisable in the more severe 
cases. The patient should be told the exact purpose 
of the medication and should be assured that it is 


| 
se 


neither “dope” nor “heart medicine.” A small dose 
of phenobarbital (15 mg. three times daily) will 
usually be quite enough. Too many patients are 
oversedated, and one should avoid this pitfall. 

A very wise and famous doctor has frequently 
told his students, “If you will just hush and listen, 
the patient will tell you what is wrong with him.” 
This is splendid advice to the physician who would 
like to help the patient with an anxiety psycho- 
neurosis. It is wise not to be in a hurry to explain 
this disease to the patient. Many patients are helped 
a great deal by just telling their troubles. “Getting 
it off your chest” is a very real therapy. 

One of the main producers of anxiety is the 
presence of a socially unacceptable desire. Most of 
us have done, or would like to do, things not 
wholly acceptable. The physician who plays the 
role of listener must not be a moralist in the eyes 
of the patient. 

A frank and illustrative explanation of the emo- 


tional disease, not in medical terms, will be of bene- 
fit after the patient has begun to trust his phy- 
sician. Reassurance is a mainstay in treatment. 
Rather vacuous statements such as, “You go right 
ahead and do your work and I'll take full responsi- 
bility for anything that happens,”’ may sometimes 
give the patient considerable comfort. 

Repeated treatment sessions, which consist of 
simply listening and reassuring the patient, may 
be necessary. It is particularly important not to 
examine the heart either often or for long at a time 
after the first visit, unless asked to do so. Any show 
of lack of confidence by the physician in the result 
of his first examination will do much harm. 

With the relative ease of diagnosis in most in- 
stances, and the relatively good response to under- 
standing, reassurance, and mild sedation, every 
general practitioner should handle successfully 
more than 90 per cent of such patients who come 


to him for help. 


Preoperative Use of Antibacterial Agents 


Tue ideal drug or combination of drugs for 
intestinal antisepsis has yet to be found. The 
surgeon desires strict avoidance of contamina- 
tion with fecal bacteria, and so the search still 
goes on, despite the possibility that steriliza- 
tion of the bowel may be unnecessary, or a 
disadvantage, or impossible. 

The impression is gained that existing 
measures allow the suppression of certain spe- 
cies and multiplication of others, without re- 
ducing the total numbers of bacteria in the 
feces and with the added menace of replace- 
ment with resistant strains. 

Poth outlined the properties of the ideal 


intestinal antiseptic which are listed in the 
following manner: 

(1) Low toxicity for the patient; (2) broad 
bacterial spectrum; (3) prevention of develop- 
ment of overgrowth of resistant bacterial vari- 
ants; (4) rapid activity; (5) limited absorption 
from the gastroenteric tract; (6) permits ade- 
quate food and fluid intake; (7) assistance in 
mechanical cleaning of the bowel without 
causing dehydration; (8) will not cause gas- 
troenteritis; (9) promotion of tissue healing; 
(10) low dosage; (11) soluble in water; (12) 
palatable.—(G. L. Durr and E. G. D. Murray, 
Am. J. M. Sc., 223:301, 1952). 
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Creatment of Warts 


BY LESTER HOLLANDER, M.D. 
Pittsburgh, Pennsylvania 


Many treatments are available for warts—a fact which attests to the difficulty of eradicating them. 


Methods of treatment should be carefully chosen, depending upon the site and nature of the lesions. 


THERE is no question that warts are often difficult to 
eradicate. Many factors are involved in this. Loca- 
tion, duration, type, and size of the wart; the age of 
the patient; the kind of previous treatment, singly 
or collectively exert their special influence. 

A wart is a localized overgrowth of epidermal 
cells, usually of well-limited character. It is as broad 
at its base as at its roof, with only two notable ex- 
ceptions: the filiform and the digitate type; both of 
these are pedunculated. The color of the lateral 
surfaces is not distinguishable from the rest of the 
skin. The roof is usually rough and uneven; it col- 
lects and retains debris and thus appears to be gray- 
er and darker than the surrounding skin. It causes 
no pain except on the soles of the feet, where be- 
cause of the alteration of the level of the plantar sur- 
face, pain from pressure may be so excruciating as 
to cause incapacity. Warts are not malignant, and 
in spite of statements that chronic irritation may in- 
duce malignant changes, this really does not hap- 
pen. Some skin cancers resemble an ordinary wart 
at the outset and are therefore erroneously diag- 
nosed. 

The prevailing opinion that warts are caused by a 
specific virus is by no means proved for all cases, 
though it may be true in some. The variability of 
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When one method is unsuccessful, another should be tried. 


therapeutic response may indeed be an indication 
that warts are the end result of many, and even 
widely different, etiologic causes. 

There are several kinds of warts, just as there are 
various therapeutic procedures to eradicate them. 
These procedures include cytocides such as electro- 
desiccation, caustics, carbon dioxide ice, x-ray, ra- 
dium, excision; alteratives such as bismuth, mer- 
cury, wart extracts, vitamin A; and even mumbo- 
jumbo, the latter being endorsed by some serious- 
minded experts. 

Brilliant successes and dismal failures have been 
reported by highly esteemed investigators, making 
use of some or even all of these procedures, and soa 
sense of confusion exists about their respective 
merits. 

In order to encounter the fewest possible failures 
I have found it necessary to take advantage of many 
of these procedures according to location in about 
the following manner. 


The Scalp 


Three kinds of warts are encountered in this 
location: 
1. Flat, dark-colored, dirty-appearing seborrheic 


Figure 1. Verruca vulgaris. 


Figure 2. Grouped verruca vulgaris. 


Figure 3. Verruca vulgaris at nail folds. 


warts which are unsightly, cause itching, and create 
fear since they are often thought to be cancerous. 
They occur principally on bald-headed, elderly 
men. They are easily eradicated by electrodesicca- 
tion under local anesthesia. Recurrence is not likely. 

2. Rounded, skin-colored, smooth-surfaced ordi- 
nary warts, usually found surrounding hair shafts 
at their emergence. We find these also on elderly 
men. Their chief annoyance arises from the ease 
with which combs traumatize them. In addition to 
electrodesiccation, administration of 100,000 units 
of vitamin A daily and interdiction of the use of 
combs are advisable. Recurrence however is common. 

3. Large and usually single digitate warts. Normal 
skin forms a collarette from which the warty tissue 
protrudes in finger-like prolongations. Trauma 
causes free and copious bleeding. Electrodesiccation 
under local anesthesia is invariably effective. 


The Face 


Three kinds of warts are encountered in this 
location: 

1. Verruca plana juvenilis, the small, flat, yellow- 
hued wart of children and young women. These 
lesions are discrete or grouped, and often are asso- 
ciated with similar lesions on the dorsal surfaces of 
the hands. They are unsightly. Treatment should 
include intramuscular injection of aqueous solution 
of bismuth sodium tartrate, 1 cc. once a week; 
protoiodide of mercury, % gr. t.i.d. orally; and 
washing with an aerosol (Sebosol) solution, instead 
of soap. Cure may take considerable time ; one must 
persist with the above regimen. 

2. Verrucae Barbae. Small, skin-colored, pro- 
truding warts, which bleed readily and profusely 
when they are traumatized during shaving. These 
warts are highly autoinoculable and very persistent. 
Treatment includes: electrodesiccation to skin level 
only, washing with aerosol, weekly intramuscular 
injections of aqueous solution of bismuth sodium 
tartrate, infrequent shaving, and a weekly electro- 
desiccation of any new lesions. 

3. Seborrheic warts. These are unsightly, dark- 
brown, flat accumulations of moderately elevated, 
roughened patches, disfiguring elderly persons. 
They are not difficult to eradicate with superficial 
electrodesiccation under local anesthesia. 


The Mouth 


Ordinary warts, verruca vulgaris, arise on the lips 
and on the tongue, and appear as small, round, 
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pinkish nodules. These are often seen in children 
and young adults, and are easily destroyed by elec- 
trodesiccation. Since their presence occasionally 
arouses the fear of cancer, it may be necessary to ex- 
, cise and subject them to pathologic examination to 
prove to the patient their nonmalignant character. 


The Neck 


In addition to seborrheic warts, similar to those 
described on the face, but usually of lighter hue, we 
encounter, in younger women, small, round, skin- 
colored, flat-topped-nodules, and elongated skin 
tags, which appear during the first few months of 
pregnancy. These warts are known as papilloma 
nuchae. They are easily destroyed with electro- 
desiccation. Usually they reappear at subsequent 
pregnancies and are also seen in older women. To 
prevent recurrence after electrodesiccation, the ap- 
plication of creams containing estrogenic hormone 
is of value. 


Figure 5. Verruca vulgaris of the tongue. 


The Torso 


Seborrheic warts often cause considerable dis- 
comfort because of itching, unsightly appearance, 
and their decided tendency to spread unless they 
are eradicated by electrodesiccation. Removal of 
these warts is time consuming, tedious, and painful. 
The inability of older persons to scrub the body 
thoroughly accounts for the development of these 
seborrheic accumulations. 


Figure 6. Verruca vulgaris of the legs. 


Figure 4. Verruca vulgaris of the lip. 
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Figure 7. Verruca vulgaris 


of the plantar surfaces. 


External Genitalia and Perianal Area 


Specific or venereal warts, often termed condy- 
lomata accuminata, occur in this area. They appear 
in ill-smelling, white, sodden-surfaced clusters, or 
single discrete mounds, and spread rapidly. The 
patients are mostly young adults. Treatment con- 


sists of the careful application of 25 per cent podo- 
phyllin in alcoholic suspension. This method of treat- 


Figure 9. Verruca plana ju- 
venilis (before treatment). 


Figure 8. Verruca vulgaris 


of the plantar surface. 


ment is the most notable advance in specific wart 
therapy in recent times. The results are excellent; 
recurrence is not likely. A word of caution is in or- 
der concerning the above treatment: Necrosis of the 
unaffected skin may occur if an excessive amount of 
podophyllin is applied. Although this treatment is 
phenomenally effective in the eradication of venereal 
warts, it is totally ineffective for any of the other 


types. 


Figure 10. Verruca plana 
juvenilis (after treatment). 
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Hands and Fingers 


The hands and fingers are the frequent sites for 
the ordinary wart (verruca vulgaris). Children and 
young adults are mainly affected. These small, 
rounded, rough-surfaced nodules reach a particular, 
as if an almost predetermined size, and then remain 
stationary, though new lesions appear almost in- 
sidiously. The chief annoyance is their appearance 
(parents usually are more annoyed by their pres- 
ence, than are the patients, the children). Ordinary 
warts are notorious for their resistance to treatment, 
and therefore one must be prepared to employ alter- 
nate methods where the one first tried has failed. In 
the order of their efficacy these methods are as 
follows: 

1. Electrodesiccation under local anesthetic, and 
the daily dressing of the desiccated site with aureo- 
mycin hydrochloride surgical powder. 

2. Carbon dioxide ice compression. Dry ice, usu- 
ally obtainable in dairy stores, is pared to a size com- 
parable to that of the wart to be treated. Then using 
chamois skin for the protection of the skin sur- 
rounding the wart and also the hand of the operator, 
the dry ice is pressed firmly against the wart for a 
period of forty seconds. One waits while the wart 
thaws, then repeats the compression for a full min- 
ute. The application is repeated twice a week for 
four weeks, if necessary. 

3. Injection of one to two minims of sclerosing 
solution, such as Monolate, into the substance of the 
wart. This may be repeated two or three times at 
two weekly intervals. The object of this treatment is 
to obliterate the blood supply of the wart, thus 
causing necrosis and subsequent exfoliation of the 


Here’s a Helpful Hint. . . 


entire mass. This procedure is always painful, but 
not always effective. 

4. Paring the wart once a week, and application 
of either 40 per cent salicylic acid plaster or 3 per 
cent formaldehyde ointment (in aquaphor). 

5. Simple excision of the wart, and use of the 
patient’s own blood for dressing. 


Plantar Surface of the Feet 


Two kinds of warts occur in this location: 

1. The mosaic type consists of flat, multiple, 
multicentric, conglomerate patches of slightly ele- 
vated areas of thickened skin, with central desqua- 
mation. The patients are predominantly young 
women. Pain while walking and standing is usually 
severe. Dry ice compression or roentgen-ray treat- 
ment offers the best chance for therapeutic success. 
The x-ray treatment had best be left to a radiologist 
or other expert in this technique. 

2. Plantar warts are small or large mounds of 
horny structures. When the callus which surrounds 
and surmounts them is removed, the warts are easily 
discernible. The central area of a plantar wart is 
usually discolored from remnants of petechial hem- 
orrhages or debris; this is often misinterpreted by 
the patient as being a splinter, especially since the 
pain which occurs on walking or standing is piercing 
and excruciating. Young women and girls of high 
school age are most frequently affected. Treatment 
is the same as that described for the mosaic warts. 
Electrodesiccation, injection of Monolate, applica- 
tion of 3 per cent formaldehyde ointment may also 
be tried, but results are more often disappointing 
than successful. 


TREATMENT OF BROMIDE INTOXICATION 


BroMIDE intoxication clears much more rapidly when the patient is treated by injections of a mer- 
curial diuretic (2 cc. every three or more days). Sodium or ammonium chloride (6 Gm. in divided 
doses, daily) enhances the effect of the mercurial in speeding the urinary excretion of the bromide. 
—A, E. Hussar and H. L. Am. J. M. Sc., 223 :262, 1952). 
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Pregnancy and Cuberculosis 


IN THE earliest medical writings pregnancy was 
recommended as a therapeutic measure for tuber- 
culous women. As a matter of fact Hippocrates 
wrote that, “pregnancy is the best cure for con- 
sumption.” Later an opposite view became pop- 
ular, and abortion was recommended for every 
pregnant tuberculous patient. As late as 1936, 
Dr. DeLee advised early interruption of preg- 
nancy in all women with active tuberculosis. Be- 
cause of a more accurate clinical appraisal of the 
tuberculous mother as well as careful follow-up 
studies, a more logical approach has developed. 
Today no physician would believe that pregnancy 
cures tuberculosis, that it should never be ad- 
vised in a patient who has had tuberculosis, or 
that a pregnant tuberculous woman should not 
be permitted to carry her child to term. 

In a five- to twenty-year follow-up of 149 
women with 401 full-term pregnancies, Cohen 
and his associates found that childbearing does 
not seriously affect the course of tuberculosis, 
providing the disease is adequately treated (Am. 
Rev. Tuberc., 65:1, 1952). Patients with inactive 
fibrotic and fibrocalcific tuberculosis do well and 
were shown in this study to have a good prognosis 
through many pregnancies. Mothers with mini- 
mal exudative tuberculosis, treated early in its 
course and arrested a year or more before onset 
of pregnancy, also have an excellent prognosis. 

Active tuberculosis discovered at any time in 
pregnancy requires strict bed rest and whatever 
collapse procedures or chemotherapy are indi- 
cated for the particular lesion. Modification of 
treatment because of associated pregnancy is rarely 
required. Pneumothorax, surgical collapse, and 
excision of the lung may be performed at any 
time during pregnancy, if control of the disease 
by such procedures is indicated. The third tri- 
mester of pregnancy should not be disturbed by 
any major surgery unless absolutely required, be- 
cause of the possibility of inducing premature de- 
livery. Streptomycin and_para-aminosalicylic 
acid may be used during pregnancy for the same 
indications and in the same dosages as for non- 
pregnant women, without fear of ill effect upon 
the fetus. Pneumoperitoneum may be induced, 
if indicated, immediately after delivery, but is 
not advised as a routine therapeutic measure. 

In those patients in whom disease is actively re- 


lated to pregnancy or to the post-partum period, 
lesions are predominantly cavernous and far ad- 
vanced. Size of family and socioeconomic status 
are less influential than pathologic type and ex- 
tent of tuberculosis. Comparison of mortality 
rates indicates that women with approximately 
the same extent and type of tuberculosis, handle 
the disease similarly, whether mothers or not. 

There is little indication for termination of 
pregnancy, for in the light of modern therapy, 
proper treatment of the disease is more important 
than termination of pregnancy. Far advanced exu- 
dative or cavitary disease and an early initial in- 
fection of uncertain prognosis in a young mother 
deserve the most serious consideration concern- 
ing interruption of pregnancy. Interruption is 
never recommended after the first four months. 

A comparison by Schaefer and Epstein of 
methods of management of pregnancy in tuber- 
culous women indicates that there is no advantage 
to therapeutic abortion. The end results after 
full-term delivery are no worse than those after 
therapeutic abortion (Am. J. Obst. t@ Gynec., 
63 :129, 1952). 

Women treated for minimal tuberculosis are 
advised to avoid pregnancy for two years after the 
disease is arrested. With moderately advanced 
disease, three years with the disease in an arrested 
state is recommended. Patients with far advanced 
tuberculosis have such a poor prognosis with or 
without pregnancy that they are advised to defer 
childbearing until it is clear that treatment has 
established an arrested and stable lesion for at 
least five years. 

Labor should be made as easy and as short as 
possible. Most obstetricians recommend delivery 
from below, advising a shortened second stage by 
the use of mid or outlet forceps. Some prefer 
Cesarean section as the method of choice, thereby 
eliminating the forceful voluntary efforts of the 
second stage of labor. 

In the presence of active tuberculosis, the in- 
fant should be separated at once from the mother. 
When this is done, the incidence of tuberculosis 
is not greater than that seen in the children of 
the nontuberculous. Careful post-partum obser- 
vation for at least two months is desirable. Ex- 
acerbations of tuberculosis may occur during this 
period as well as during pregnancy. 
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Diagnosis and Creatment of Endometriosis 


BY R. W. TeLINDE, M.D. AND ROGER B. SCOTT 


Baltimore, Maryland, and Cleveland, Ohio 


Endometriosis was detected in more than one-fifth of all laparotomies in private patients at the Johns Hopkins 


Hospital in 1947. It is most frequent in the fourth decade, and is frequently associated with sterility. 


Although abdominal pain is a common symptom, there is no pathognomonic history. During childbearing years 


conservative surgical treatment is preferable. After forty, as a rule, hysterectomy with bilateral salpingo- 


oophorectomy should be done. 


ENDOMETRIOSIS, or ectopic endometrium, has long 
been recognized as a pathologic entity. The internal 
form, or adenomyosis of the uterus, was described 
and recorded at length by Von Recklinghausen and 
Cullen before the turn of the century. The external 
form is of much greater clinical significance and may 
occur anywhere in the female pelvis. This paper is 
concerned only with this external form of the dis- 
ease. Endometrium was first described in the ovary 
by Russel in the Johns Hopkins Hospital gyneco- 
logic pathology laboratory in 1899. He considered 
this to be embryologically misplaced endometrial 
tissue. Since then there have been several theories 
concerning its origin. The most notable of these are 
Sampson’s retrograde menstruation and implanta- 
tion theory and the theory of serosal metaplasia, 
propounded by Meyer and Iwanoff. This paper is 
not concerned with the etiology of the disease and, 
therefore, these theories will not be discussed. It is 
our purpose to bring before the practitioner certain 
points about this disease which we believe to be im- 
portant, and to answer questions that might arise in 
his mind concerning diagnosis and treatment. It is 
timely to do this because the disease, which was 


once considered a rarity, has become a common 
gynecologic ailment. 

Recently we have made a clinical survey of ex- 
ternal endometriosis as it has occurred at the Johns 
Hopkins Hospital over a fifteen-year period from 
1933 to 1947, inclusive. Whereas the disease oc- 
curred in only 3.2 per cent of the laparotomies in 
1933, it occurred in 9 per cent in 1947. This in- 
crease is accounted for entirely by its increased inci- 
dence in private patients. Whereas the incidence 
was only 7.5 per cent among the laparotomies in 
private patients in 1933, it had risen to 21.6 per cent 
in 1947, as shown in the accompanying charts. 
These figures are based on histologically proven 
cases. Since it has been a rule from the time of open- 
ing of this clinic to examine histologically all tissue 
from the operating room, it scarcely seems possible 
that this increase is based on more frequent recog- 
nition. The high incidence in the upper classes is 
difficult to explain, but there can be little doubt of 
its correctness, as the same observation has been 
made by Meigs at Massachusetts General Hospital. 
There are theoretical explanations of this fact, but 
none are provable, so they will not be discussed. 


GP e June, 1952 


» 
4 
61 


Chart 1. Increasing incidence of external endometriosis over a fifteen-year 
period based on percentage of laparotomies at Johns Hopkins Hospital. 


We will set forth our views on external endo- 
metriosis, as gained from our study, by attempting 
to answer some of the questions which we believe 
might arise in the minds of practitioners. 


Clinical Manifestations 


What is the location of endometriosis? The most 
frequent site of endometriosis was found to be the 
ovaries. One or both ovaries were involved in almost 
80 per cent of our cases. Involvement of the posterior 
cul-de-sac is also frequent, and from here the lesion 
occasionally penetrates the lumen of the rectum or 
the posterior vaginal vault. The uterine surface, 
tubal surface and tubes, uterine ligaments, anterior 
cul-de-sac, omentum, small intestines, sigmoid, blad- 
der, cervix, umbilicus, and old ventral scars were all 
involved a variable number of times. Implantations 
were observed at innumerable spots throughout the 
pelvic peritoneum. 

What is the age incidence of external endometriosis ? 
It is encountered most frequently between the ages 
31 and 40 years. It occurs often enough in the early 
thirties and twenties to make it important from the 


standpoint of infertility. Although rare, it is occa- 
sionally seen in the second decade of life. 

What is the relative and absolute sterility rate among 
patients with endometriosis ? Forty-six per cent of the 
patients had had no full-term children, and 33.5 per 
cent had never been pregnant. Since the expected 
absolute sterility rate among married couples is in 
the neighborhood of 10 per cent, it is obvious that 
women with endometriosis have an incidence of 
sterility far above that of the general population. 

How does endometriosis cause sterility ? One obvious 
answer to this question is by closure of tubes with 
peritubal adhesions. There is no doubt that some 
tubes are closed as the result of endometrial ad- 
hesions. However, the vast majority of women with 
endometriosis have open tubes, and the incidence 
of sterility far exceeds the incidence of closed tubes. 
It is probable that periovarian adhesions may in 
some instances prevent the ovum from reaching the 
fimbriated ends of open tubes. After viewing great 
numbers of tubes associated with endometriosis at 
laparotomy, it becomes obvious that although the 
tubes are open they often are far from normal. It 
seems probable that the edematous and fibrosed 
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tubes do not have normal peristaltic action and are 
thus poor conveyors of the ovum. Microscopically 
there is also additional evidence of tubal irritation, 
since chronic salpingitis was diagnosed in almost 22 
per cent of the removed tubes. 

Is the time interval from the last pregnancy to the 
operation of any significance? Some authors have 
concluded that a long period of nonchildbearing is 
almost a constant factor and a diagnostic aid in this 
disease. An analysis of our case records has not 
borne out this belief. Almost a fourth of our patients 
with term deliveries had one or more pregnancies 
five years or less before the operation for endome- 
triosis. Frequent childbearing may inhibit but cer- 
tainly is not absolute prophylaxis against the de- 
velopment of the disease. 

Is abnormal uterine bleeding a prominent symptom 
of endometriosis ? Many textbooks and journal articles 
list abnormal uterine bleeding as a prominent symp- 
tom of external endometriosis. We attempted to 
answer this question by separating from the entire 


group those cases which were operated upon pri- 
marily for endometriosis as interpreted from the his- 
tory and operative findings. It was obvious in study- 
ing the whole group that often the symptom of 
bleeding was accounted for by the presence of other 
lesions, such as myomas and endometrial and cervi- 
cal polyps. Our study demonstrated that when these 
cases with other obvious or probable causes of bleed- 
ing were excluded, bleeding was not a common 
symptom of endometriosis. 

How significant is abdominal pain or its absence? 
Lower abdominal pain and dysmenorrhea have been 
consistently given as the most prominent symptoms 
of endometriosis. The lower abdominal pain charac- 
teristically begins just before or at the onset of men- 
struation and may vary from a vague heavy, or bear- 
ing-down feeling in the pelvis to a sudden, severe 
pain indistinguishable from that experienced in 
other surgical abdominal emergencies. Acquired 
dysmenorrhea or dysmenorrhea of increasing in- 
tensity has been stressed so frequently that it is con- 


Chart 2. Percentage of external endometriosis in pelvic lapa- 
rotomies by the year according to patient group. As illustrated 
in chart, increase has been entirely in the private white patients. 
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sidered by many clinicians to be pathognomonic of 
endometriosis. Our studies have indicated to us 
that there is no pathognomonic history of endome- 
triosis. It is true that abdominal pain was the most 
consistent symptom, but 26.9 per cent of the pa- 
tients had no pain of any type. Some of the most 
extensive lesions occurred among the patients who 
complained of no abdominal pain. About 25 per 
cent of our cases had the typical acquired or in- 
creasingly severe dysmenorrhea. 

Are there additional symptoms of importance? In 
our group of patients there were many other symp- 
toms, some of which could be definitely attributed 
to the endometriosis, but the cause of some of the 
others was questionable. Rectal bleeding and hema- 
turia, occurring at the time of menstruation in a few 
cases, were due to invasion of the rectal or bladder 
walls. Backache, sterility, pain in the rectum, and 
dyspareunia were not uncommon, and in the group 
operated upon primarily for endometriosis, these 
symptoms were doubtless due to the endometriosis. 
Complaints of indigestion, general fatigue, and 
nervousness occasionally occurred, but it is often 
difficult to ascertain the relationship of these to the 
endometriosis. 

Have any cases of external endometriosis shown 
malignant transformation ? Students are taught and 
patients are reassured that endometriosis is a benign 
process, limited in its progression and its major 
symptoms by the duration of menstrual function. 
Our study largely confirms this opinion, but there 
were two among our 516 patients in whom the pos- 
sibility of a transformation from benign ectopic 
endometrium to carcinoma existed. This is difficult 
to prove, and Sampson laid down rigid criteria of 
proof that the benign tissue has been transformed 
into carcinoma. Although our two cases do not com- 
pletely satisfy Sampson’s criteria, the likelihood ex- 
ists. We believe it can be stated with certainty that 
ectopic endometrium has no predilection to malig- 
nant change over that of intrauterine endometrium. 
The practical significance of this question is obvious. 


Treatment 


What is the treatment of endometriosis ? The treat- 
ment of endometriosis is dependent upon the se- 
verity of the symptoms, the palpable extent of the 
disease process, the age and general physical condi- 
tion of the patient, the need and desire for the pres- 
ervation of the childbearing function and/or men- 
struation, and the psychosomatic evaluation of the 
patient. In the absence of palpable pelvic disease, 


exploratory laparotomy on the basis of symptoms 
alone is rarely, if ever, indicated. In those cases in 
which the history is very suggestive but bimanual 
examination fails to disclose the characteristic signs, 
culdoscopy may have great value in making the 
final decision for or against laparotomy. 

In considering treatment of this disease, one must 
bear in mind that the growth and the invasive prop- 
erties of the endometrium depend upon continued 
ovarian function. There is conclusive evidence that 
growth ceases and atrophy takes place after surgical 
or irradiation castration. Nevertheless, there is sufhi- 
cient evidence to indicate that conservation of the 
reproductive function is worthwhile in young pa- 
tients. For example, in our series there were sixty- 
four women desirous of bearing more children, in 
whom the reproductive function was preserved, who 
were followed for periods ranging from nine months 
to fifteen years. Twenty-six of the sixty-four women 
(40.6 per cent) conceived, and 31.3 per cent had 
term deliveries. As time goes on it is almost certain 
that more children will be born to these women. 

On the other hand, 12.2 per cent of the women 
who had sufficiently conservative surgery to permit 
childbearing required subsequent surgery. Only a 
few of the second operations were done in our clinic, 
and it is not at all certain that all of them were neces- 
sary or that recurrence of endometriosis was the 
primary indication. At the operating table careful 
consideration of the history and pathologic findings 
are necessary in making a decision as to just how 
conservative to be. In this younger group of patients 
a preoperative Rubin’s test gives the surgeon useful 
information in planning surgery. Also in this group 
in which conservative surgery is done, all evident 
areas of endometriosis should be excised or fulgu- 
rated, the uterus suspended, if necessary, and a 
presacral neurectomy done if dysmenorrhea is a 
symptom. 

When the disease is encountered after the mid- 
thirties, but some years before the expected time of 
the menopause, childbearing is often no longer of 
prime importance. Nevertheless this does not give 
the surgeon carte blanche to perform completely 
radical surgery. It is still desirable, when the condi- 
tion of one ovary permits, to save a single ovary. In 
this age group hysterectomy is desirable, especially 
when dysmenorrhea has been a prominent symp- 
tom. The removal of the uterus and resultant loss of 
menstruation materially increases the chances of a 
comfortable pelvis even when an ovary is spared. 
Only 4.1 per cent of this group of patients required 
subsequent radical treatment. 
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After 40, as a rule, hysterectomy with bilateral 
salpingo-odphorectomy should be done. This is not 
an absolute rule, and we occasionally spare a normal 
appearing ovary in this age group. The older the 
patient, the lighter the indications for radical sur- 
gery become. 

As may be judged from the preceding paragraphs, 
surgery in our hands is a flexible method of therapy, 
in contrast to irradiation in which the destruction of 
ovarian function is essential for relief of the symp- 
toms. In some instances also where there are me- 
chanical distortions in the pelvis due to adhesions, 
such as adherent retroposition, irradiation may not 
give complete relief even with castration. A reason- 
ably certain preoperative diagnosis of endometriosis 
may, at the operating table, prove to be a primary or 
a coexisting ovarian carcinoma. It is imperative that 
a diagnosis be established, that irradiation not be 
given on the basis of a clinical impression. There- 


fore, we have reserved irradiation for carefully se- 
lected cases, especially in middle-aged women with 
symptomatic recurrence following conservative or 
semiconservative surgery. 

There is insufficient evidence at present to per- 
mit anyone to be dogmatic regarding the effect of 
stilbestrol and testosterone in endometriosis. We 
would oppose the use of the male hormone in a 
young woman on general principles, but we have 
had a limited experience with stilbestrol. We have 
used it on a few patients who required surgery but 
refused to have it. In some instances symptoms have 
been reduced, but in two of our cases severe uterine 
hemorrhages have created surgical emergencies. 
There appears to be no reason for withholding estro- 
genic substance within therapeutic limits from post- 
operative patients with menopausal symptoms. We 
have used it repeatedly without noting any signs of 
activation of residual endometrial tissue. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


IN ESSENTIAL hypertension the kidney is the victim rather than the culprit. 


A muRMUR heard during acute rheumatic carditis does not mean permanent valvular damage. 


STIMULATION of the carotid sinus is dangerous in elderly people with arteriosclerosis. 


Wiru the increase in cures for bacterial endocarditis and the longer survival of these pa- 
tients, auricular fibrillation may occur as frequently in this condition as it does in rheumatic 
heart disease. 


IN COR PULMONALE, where the available arterial oxygen is unusually low and the cardiac out- 
put high, digitalis is useless and may be dangerous. 


Boru acute and chronic compression of the heart produce high venous pressure and a small 
quiet heart, but in the chronic there is ascites in addition. 


—WiuaM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 
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Roentgenology of the Heart 


ROENTGEN investigation of the heart supplies 
more accurate data regarding size, shape, posi- 
tion, and pulsations than is provided by physi- 
cal examination. However, a diagnosis based on 
X-ray interpretation alone may be misleading. 
More properly, clinical and laboratory data should 
be correlated with the roentgen findings. Further- 
more, significant heart disease may be present, 
although cardiac contour and size appear normal. 
Conversely, a wide range of normal variations is 
found and is influenced by age, weight, body habitus, 
phase of respiration, and phase of the cardiac cycle. 

Many techniques of examination are used in the 
roentgen investigation of heart disease. Fluoro- 
scopy provides a readily available means for de- 
termination of the cardiac contour, individual cham- 
ber size, and position of the heart, as well as pulsa- 
tions and the presence of intracardiac calcification. 
An idea of the size of the heart is obtained by com- 
paring it to the size of the thoracic cage, experience 
permitting an impression to be made. However, 
fluoroscopy does not permit precise measurement 
of heart size, because of the great magnification that 
results from the divergence of the x-ray beams at 


the short tube-screen distance employed. A notched 
metal ruler placed vertically in the plane of the 
anterior axillary line partakes of the same degree 
of magnification as the heart and can be used as a 
reference scale, thereby providing a technique for 


absolute cardiac measurement. The fluoroscopic 
examination includes an inspection of the lung 
fields and mediastinum, in a search for lesions which 
may affect the position and contour of the heart. 
The patient is also examined in the right and left 
anterior oblique positions (right and left shoulder 
toward the screen respectively) for complete eval- 
uation of the heart chambers. Because of the close 
relationship of the esophagus to the atria, pulmo- 
nary artery, and aorta, a barium swallow should be 
included. Fluoroscopy should be performed rou- 
tinely prior to other x-ray studies. 
Teleoroentgenography is the most practical meth- 
od for measuring heart size. These roentgenograms 
are made at a six-foot tube-film distance, thereby 
reducing to about 5 per cent, the magnification of 
the heart image due to divergence of the x-ray 
beams. Accurate teleoroentgenograms require at- 
tention to certain details. The patient must be cen- 


tered properly, for even slight degrees of rotation 
may influence the size of the heart shadow and 
aorta. Variations in heart size may be caused by 
forceful inspiration or expiration or by straining, 
and the film should therefore be taken at the end of 
ordinary inspiration, with the patient standing or 
sitting. The position of the x-ray tube should be at 
the third anterior intercostal space. 

Orthodiagraphy (orthodiascopy) is an accurate 
but impractical means of measuring heart size with- 
out projection distortion. By this method the cen- 
tral rays emanating from the fluoroscopic tube are 
used, thereby eliminating divergent x-ray beams. 
The screen and the patient are stationary and the 
fluoroscopic tube with its small central beam is 
moved along the cardiac contour at intervals of 
about one centimeter. The numerous points along 
the course of the cardiac borders are thereby re- 
corded and a tracing obtained. The use of the metal 
ruler scale during fluoroscopy is a more practical 
method. 

Roentgenkymography provides a method for re- 
cording cardiac movements on a single film, per- 
mitting a study of the degree and direction of pul- 
sations. The principle of roentgenkymography cor- 
responds to the more familiar smoked-drum kymog- 
raphy. Points along the moving heart border in- 
terrupting a small beam of x-rays represent the re- 
cording needle, and an x-ray film moving in a 
vertical direction corresponds to the moving drum. 
By interposing a lead shield with narrow horizontal 
slits between the subject and the x-ray film, only 
that segment of the heart shadow corresponding to 
the width of the slit is recorded on the moving film 
during a continuous x-ray exposure. The waves of 
the cardiac chambers, aorta, and pulmonary artery 
are characteristic. The innermost limits or valleys 
represent systole of the ventricles, while the peaks 
of the waves indicate diastolic filling of the ventricle. 
The aortic wave has an out-thrust or peak during 
ventricular systole, followed by a valley during 
ventricular diastole. By outlining the peaks and 
valleys of adjacent segments, the contour in diastole 
and systole can be compared. The difference be- 
tween systole and diastole also permits a measure- 
ment of the cardiac output. Many cardiac diseases 
are associated with characteristic changes in the 
contours of the pulsations. 
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Cineradiography or roentgencinematography 
amounts to motion pictures obtained by recording 
x-ray films in rapid succession, or by movie photog- 
raphy of the fluoroscopic cardiac image. 

Angiocardiography is visualization of heart cham- 
bers and great vessels following the intravenous in- 
jection of a radiopaque material such as 70 per cent 
Diodrast. Exposures are made in the best position 
and at suitable intervals, to visualize the structures 
desired; or preferably a rapid casette changer is 
employed, thereby permitting a series of films to be 
obtained. Diodrast may be injected into the aorta 
in a retrograde fashion through large arteries for 
visualization of the aorta and main arterial trunks. 
Angiocardiography provides a precise technique for 
studying the anatomy of the heart and intrathoracic 
vessels. It is of great value in the differential diag- 
nosis of congenital heart disease, mediastinal tu- 
mors, and pericardial effusion. 

Cardiac catheterization uses roentgenographic 
methods and provides a technique for recording 
pressures within the heart chambers and pulmonary 
artery, and permits the determination of oxygen 
saturation of blood samples obtained through the 
catheter. This method is not only a useful physio- 
logic tool, but also is of great value in the differential 
diagnosis of congenital heart lesions. 

Electrokymography records the movements of 
the heart and great vessels by employing the fluoro- 
scope, a light-sensitive phototube, and a galvanom- 
eter. With the cyclic changes in the heart during 
systole and diastole, varying amounts of x-rays acti- 
vate the fluoroscopic screen, producing light varia- 
tions. The photosensitive tube is attached to the 
fluoroscopic screen and responds to these light 
alterations, producing corresponding current varia- 
tions. These currents are run into an electrocardio- 
graph and recorded in the form of a phasic curve. 
The electrokymogram has been useful in analyzing 
the events in the cardiac cycle. It has also been 
helpful in detecting myocardial abnormalities in 
such conditions as myocardial infarction, hyper- 
tensive heart disease, coronary artery disease, con- 
strictive pericarditis, myasthenia gravis, and con- 
genital heart disease. 

In the study of most patients with heart disease, 
fluoroscopy and teleoroentgenography provide all 
the necessary data. However, it should be appre- 
ciated that other roentgenographic methods are 
available and may be needed in the proper evalua- 
tion of difficult cardiac problems. 
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Figure 1 (below). Teleoroentgenography 


of the heart. Various measurements are in- - 


dicated for determination of heart size. Tr 
plus Ty, equals the transverse diameter of 
the heart. This measurement is evaluated 
by comparison with the normal, based on 
height and weight. 


Figure 3 (above). Angiocardiographic 
view of the right ventricle and pulmonary 
arteries. A large nonvascular tumor is 
incidentally shown in the superior media- 
stinum. 


Figure 2 (above). Right anterior 
oblique view showing esophageal 
contour in a patient with mitral 
stenosis. The posterior displace- 
ment in the middle of the esoph- 
agogram is due to the enlarged 
left auricle. 


Figure 4 (below). Intracardiac 
catheterization showing the cathe- 
ter tip in the pulmonary artery. 
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Practical Cherapeutics 


TREATMENT OF ACUTE ANTERIOR POLIOMYELITIS 


BY MARTIN H. SEIFERT, M.D. 
Northwestern University Medical School, Chicago 


THE treatment of acute poliomyelitis entails allevia- 
tion of suffering, support of the acutely ill patient, 
and protection of the patient against the secondary 
effects of central nervous system disease. I shall 
try to elaborate upon this general statement, sep- 
arately for those patients with spinal poliomyelitis 
and for those with involvement of the higher 
centers. 

Central nervous system involvement in polio- 
myelitis probably always begins in the reticular 
formation of the brain stem. Clinically, however, one 
sees poliomyelitis in which skeletal muscle involve- 
ment is the main problem without significant in- 
volvement of the cranial nerves and without en- 
cephalitic symptoms. This group of patients will be 
classed as spinal poliomyelitis. 

The second group shows predominantly involve- 
ment of the cranial nerves and particularly tends 
to have paralysis of the swallowing mechanism. 
This group will be placed under the classification 
of bulbar poliomyelitis. 

In either of these groups one may see encephalitic 
symptoms. Also, it is common to see bulbar symp- 
toms develop in cases which begin with spinal 
nerve involvement, and to see weakness of spinal 
muscles, particularly at the cervical and upper tho- 
racic levels, in patients with bulbar poliomyelitis. 
Therefore, it may be noted that many cases are 
clinical mixtures. 

These facts lead to the following precepts in 
treatment: 


1. If there is a suspicion of poliomyelitis, give no 
sedatives or opiates. 

2. If there is difficulty in swallowing, allow 
nothing to be given by mouth. 
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Treatment of Spinal P oliomyelitis 


When a patient is suspected of having polio- 
myelitis, he should be transported by ambulance to 
the nearest hospital equipped to care for patients 
with this disease. The patient does not do well in 
the erect position, and his headache and dizziness 
are likely to be increased. 

The patient should be placed in bed with a bed 
board under a firm mattress, with a foot board 
separated from the mattress by blocks, and without 
a pillow. When lying on the side, he may use a pillow 
to keep the head in line with the trunk. Using a 
pillow when lying on the back stretches the spinal 
muscles and tends to increase spasm. 

When the diagnosis is in question, particularly 
in the pre-paralytic stage, spinal puncture is usually 
done on admission. If the diagnosis is obvious from 
scattered asymmetrical weakness, puncture is prob- 
ably unnecessary. 

Aspirin may be used for the alleviation of head- 
ache and muscular pain. Where localized pain in 
arms, legs, or back is severe, hot packs of the Kenny 
type have been used with considerable benefit, even 
during the febrile period if the fever is not unusually 
high. Too many packs, or packs on a gravely ill 
patient are depleting. 

It is important also that passive motion of the 
arms and legs be started at the very beginning in all 
but the most critically ill patients. Passive motion 
is used four to six times daily ; and if packs are being 
used, it is well to put the patient through passive 
exercises each time they are changed. Frequent 
examinations, with detailed testing of muscles, is to 
be condemned. They are hard work for the patient 
and the clinician and are useless and harmful. 
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Hospital, Evanston, Illinois, is consultant in Poliomyelitis to the health departments of Evans- 
ton, Winnetka, and Wilmette, all in Illinois. He was graduated from the University of Illinois 
School of Medicine in 1930, and at the present time is associate in medicine at Northwestern 
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Active exertion during the acute phase of the 
disease will tend to weaken rather than strengthen 
the patient. 

When the febrile period is passed, a detailed 
muscle analysis should be carried out by a physio- 
therapist. In a severely affected patient this may 
need to be done in several stages. It is advisable to 
have an orthopedist check each patient as soon as 
the muscle analysis is finished, and to discuss the 
future program of muscle re-education with the 
patient. Co-operation by attending physician, ortho- 
pedist, and physiotherapist is imperative to make 
certain that the treatment prescribed is not too 
strenuous in the individual case. It serves no useful 
purpose to wear out the patient in the process of 
rehabilitation. 

About 40 to 50 per cent of patients in the usual 
epidemic have no weakness or only transient weak- 
ness of individual muscle groups. Most of these, 
however, will require physiotherapy to stretch out 
tight muscles and keep them from becoming even 
more strongly contracted. A good number of the 
remainder will have involvement of muscle groups 
of greater or lesser importance, and will require 
more detailed orthopedic care, physiotherapy, and 
rehabilitative measures. These two groups, how- 
ever, do not constitute the severe medical problems, 
as they are usually not highly toxic or critically ill. 

This leaves the much smaller group with wide- 
spread weakness or ascending or descending 
paralysis, which will tax the ingenuity of the physi- 
cian. These patients are usually severely ill with 
high fever and evidence of marked toxicity. Fre- 
quently they will have retention of urine, intractable 
constipation, nausea, vomiting, and on occasion 
evidence of circulatory collapse. Retention cathe- 
ters, with their constant threat of urinary infection, 
are commonly needed. 

Intravenous feeding will be necessary in those 
with nausea and vomiting or in those unable to take 
adequate quantities of fluids by mouth. Protein 
levels tend to drop very rapidly in these patients, 


and the hematocrit level should be followed rather 
closely to detect hemoconcentration. Potassium 
levels also tend to drop in patients on prolonged 
parenteral feeding, and potassium deficiency itself 
may produce great weakness and even muscle 
paralysis. We should, therefore, supply adequate 
amounts of fluid according to the patient’s weight, 
aiming perhaps at 3,000 cc. in twenty-four hours 
for adults. This fluid should be distributed through 
the entire twenty-four-hour period rather than 
having it given in a few hours. Vinyl plastic tubing 
inserted through a 14- or 17-gauge thin-walled 
needle may be used, thus obviating the necessity for 
repeated venipunctures. Sodium salts should not be 
given in excess, or edema may develop. Usually 
1,000 cc. of saline or Ringer’s solution with 5 per 
cent dextrose will give an adequate amount of so- 
dium. Plasma hydrolysates and plasma should be 
given in adequate amounts to overcome hemocon- 
centration in circulatory collapse. 

It is my opinion that vitamin B is necessary for the 
survival of the polio virus; therefore, it should not 
be given during the acute stage of the disease. 
Vitamin C is of value and should be administered 
daily in the intravenous fluids. Potassium may be 
safely given if the patient is taking oral feedings, but 
is then usually unnecessary since most foods con- 
tain adequate potassium. However, with prolonged 
parenteral feeding, potassium may be depleted. If 
oliguria is present, it is dangerous to give potassium 
salts intravenously. On the other hand if the urine 
output is adequate, 1.5 Gm. of potassium chloride 
may be safely given in a liter of fluid to an adult, one, 
two, or three times daily depending on the degree 
of deficiency. Concentrated solutions must not be 
given because of their toxic effect on heart muscle. 
The safest way to measure the need is by frequent 
serum potassium estimations, but electrocardio- 
graphic tracings may help when a flame photom- 
eter is not available. 

There is no good evidence at present that any of 
the chemotherapeutic or antibiotic drugs are useful 
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to combat the virus of polio. There is evidence that 
the sulfonamides are harmful to patients with polio. 
In the presence of urinary retention with cathe- 
terization or when a tracheotomy is needed, it is 
advisable to administer a combination of penicillin 
and streptomycin. It may be that one of the broad- 
spectrum antibiotics will eventually replace this 
combination. 

As soon as the patient is able to take food by 
mouth, a high protein diet, perhaps with a vitamin 
supplement, seems rational. The problem of 
constipation is fairly constant, and enemas every 
two to three days have seemed to be the only solu- 
tion. Frequently, heavy enemas of small volume, 
like the sugar and soda or 1-2-3 mixtures, have been 
necessary, since simple cleansing enemas are merely 
returned without emptying the lower bowel. Fe- 
cal impactions are common and sometimes need 
to be broken up manually. 


Spinal Respiratory Involvement 


In ascending or descending types of paralysis or 
in patients with involvement of arms and shoulders, 
one must be alert for respiratory failure due to in- 
volvement of the muscles of respiration. Usually the 
rhythm of breathing is not changed; but respira- 
tions become shallow and the rate tends to increase. 
The minute volume of air exchange therefore de- 
creases. A simple way to test for this complication 
is to have the patient count after taking a deep 
breath. If this test has been done from the onset, 
it will not particularly alarm the patient. If at first 
he can count to 45 or 50 with one breath and later 
can only count to 25 or 30, it becomes obvious that 
he has lost ground in the interval. Respiratory 
excursions should be watched and the patient’s 
color observed. One must be aware that cyanosis is 
a very late sign of oxygen depletion. It is well to 
place a patient in a mechanical respirator before 
completely fatiguing the respiratory muscles. As 
respiration decreases, a patient is likely to become 
apprehensive, combative, and even irrational as 
evidence of carbon dioxide excess or oxygen lack. 
It is gratifying to see such a patient become com- 
posed and relaxed, and to see him fall asleep within 
a few minutes after the respirator takes over. 

When a patient is placed in a respirator he should 
not be left in one position for long periods. He 
should be turned from side to side; he should be 
watched closely; he should have arms and legs 
frequently exercised inside the respirator. He must 
have careful attention to skin care, or pressure sores 
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will develop very quickly. If there is any question 
about adequate nursing care and immediately 
available suction, or if downhill progress con- 
tinues and the patient vomits, tracheotomy is a 
safety measure to prevent aspiration and to insure 
adequate oxygenation. Supportive measures must 
be continued as before, and with spinal respiratory 
paralysis will usually need to be continued for a 
considerable period. The patient with spinal 
respiratory failure is likely to have severe general 
involvement and will usually have marked quad- 
riplegic and trunk involvement. 

Only after tenderness of the intercostals begins to 
subside should the patient be gradually weaned 
from the mechanical respirator. The severely ill 
patient is still best served by the can-type respirator, 
but during the weaning process, a portable chest 
respirator or a rocking bed is very useful. 


Bulbar Poliomyelitis 


Bulbar poliomyelitis should be immediately sus- 
pected when nasal regurgitation of fluids, a nasal 
twang like that of cleft palate, and difficulty in 
swallowing or constant spitting or drooling occur 
in the course of a febrile disease. The problem here 
is quite different from that in spinal poliomyelitis. 
Important and sometimes life-saving treatment 
should begin at once. The patient must be trans- 
ported lying on the abdomen, if he is able to lie in 
that position, or with the foot of the stretcher ele- 
vated and the head low in order to allow for 
postural drainage. If the patient is flat or trans- 
ported with the head up, saliva and mucus tend to 
collect in the pharynx and produce choking or 
actual drowning. An adult produces 1,000 to 1,500 
ce. of saliva per day, and irritation of the brain 
stem tends to increase the amount. Mucus, tears, 
and vomitus also present a mechanical problem, 
since the patient is frequently unable to get rid of 
material collecting in the pharynx. 

When T. C. Galloway in 1943 first made use of 
tracheotomy and postural drainage in the treatment 
of a patient on our poliomyelitis service at the 
Evanston Hospital, we felt that this was an entirely 
new chapter in the treatment of bulbar poliomyelitis. 
However, Jay I. Durand of Seattle had reported 
the use of extreme postural drainage in 1928. 
His opening paragraph presents very aptly the 
basis of the treatment to be outlined here. 

*In any epidemic of poliomyelitis the death rate 
occurs largely in the cases of the bulbar type. A 
large percentage of this mortality is furnished by 
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Figure 1. Top: Normally, in the horizontal supine position, the 
declivity of the tracheobronchial passages forms an angle of 20 
degrees below the horizontal. Below: To promote drainage of 
the tracheobronchial secretions, the patient is tilted head-down 
at an angle of 30 degrees. 


patients with paralysis of respiration and degluti- 
tion. The immediate cause of death may be the 
severe infection and paralysis but, in my opinion, 
many deaths are due to drowning. The throat and 
bronchial tubes fill with a profuse secretion of 
mucus which the patient can neither swallow nor 
raise.” Wilson deserves credit as the first one to 
suggest tracheotomy in bulbar poliomyelitis in 1931. 

I would like to clarify the principle of treatment 
we have outlined. The basic factor in treatment, as 
we have tried to demonstrate, is the maintenance 
of an open airway. This does not mean that every 
patient must have a tracheotomy, and of sixty-three 
patients with bulbar polio at the Evanston Hospital 
from 1947-1950 inclusive, only twenty-five were 
tracheotomized. Mortality in this group was 12.8 
per cent, as compared to a mortality of 38.3 per 
cent for the state of Illinois at large. 

The mild bulbar patient is best treated by rest in 
bed, careful observation for collection of mucus and 
saliva, and good nursing care, with the patient lying 
on his side or abdomen most of the time to produce 
automatic postural drainage. This is the patient, 
however, who is having only minor difficulty in 


swallowing and is able to take reasonable quantities 
of soft food and fluids without vomiting. If the 
patient is vomiting, the continuation of oral feeding 
can only lead to disaster. Neither should he be fed 
by stomach tube since this still leaves food in his 
stomach which may be vomited. Intravenous feeding 
as described previously should be given. 

If the patient is vomiting or if mucus and saliva 
are pooling in the pharynx, then he should be in a 
position which favors postural drainage. Sometimes 
turning on the abdomen will suffice, but more often 
we find it necessary to elevate the foot of the bed 
15-20° to make secretions pool in the upper part 
of the pharynx (Figure 1). Here they can be re- 
moved by suction. A suction catheter used on our 
service is an ordinary 14 F. urethral catheter with 
the distal end cut off at an angle and two or three 
counter openings within 4 inch of the end. All cut 
edges should, of course, be rounded by flaming. 
Such a catheter is placed under direct vision 
through the nose, with the end at the level of 
pooling in the pharynx. A glass connecting tube of 
at least 2 millimeter internal diameter at the small 
end, is attached to a stiff-walled rubber tubing, 
which leads through a collecting bottle to a constant 
suction apparatus. We have used this apparatus 
successfully, and during the past year have installed 
the type of suction generally used in operating 
rooms. In addition, intermittent mechanical suction 
should be immediately available in case of failure of 
the constant suction apparatus, and for accessory 
use if vomiting should occur. For this purpose we 
use ordinary tonsil suction machines (Figure 2). 

Oxygen may be indicated and should be used 
frequently. 

At times dilatation of the stomach and persistent 
vomiting have necessitated the use of Wangensteen 
suction to keep the stomach empty. The collecting 
bottle and Wangensteen apparatus make it possible 
to measure fairly accurately the saliva, mucus, and 
gastric contents being lost by the patient. These 
should be taken into account in estimation of fluid 
requirement and electrolyte balance, particularly as 
related to sodium and potassium. 


Importance of Tracheotomy 


If the patient can be maintained free from respira- 
tory obstruction with these measures, and con- 
tinues to breathe well, he can be expected to begin 
regaining his ability to swallow in from four to seven 
days. If, in spite of these measures, he collects fluid 
or tends to have choking spells either from collected 
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Figure 2. Apparatus and its application to the patient. 
No. 1 is the water suction fixed to the wall, connected by 
fairly stiff tubing to collecting bottle No. 2, this to catheter 
through patient’s nose to pharynx. No. 3 is a standby 
mechanical suction. Inset shows the beveled and whistle 
tip catheters, and glass connecting tube. Picture by 
courtesy of Surgical Mechanical Research, 1905 Beverly 
Blud., Los Angeles 4, Calif., manufacturers of the water 
suction apparatus illustrated. 


secretions or from spasm or paralysis of the cords, 
he should be immediately tracheotomized. A high 
tracheotomy, with the largest tube practical, should 
be done. We have never seen complications from 
the tracheotomy itself; the high tracheotomy per- 
mits patients who need to be placed in a respirator 
to have a tracheotomy outside a slightly depressed 
rubber collar. Some of our own failures have been 
due to a lack of recognition of the fact that patients 
were suffering from respiratory obstruction with 
anoxia. 

The word anoxia is taken to mean much more 
than lack of oxygen; probably more important is an 
excess of carbon dioxide. Central nervous tissues 
are peculiarly vulnerable to effects of anoxia, and a 
period of a minute or more of severe anoxia in a 
brain stem already damaged by virus infection, 
creates a serious hazard. Each “blue spell’’ suffered 
by one of these patients reduces his chances of sur- 
vival by about one-half. It is important therefore 
to recognize the signs of anoxia before it is too late. 
Restlessness, apprehension, unco-operativeness, 
and combativeness are frequently the first signs 
that the brain is not receiving enough oxygen. Such 
patients should never be given sedatives or restraint. 
Producing a free airway and clearing the respiratory 
tract of obstructing secretions will commonly make 
a patient perfectly co-operative. Irrationality and 
cyanosis are very late evidences of anoxia and should 
not be allowed to develop. It is not unusual for a 
totally comatose, deeply cyanotic patient to recover 
a normal sensorium and a good color within 
minutes after tracheotomy and bronchial suction. 
However, if one reserves tracheotomy for nearly 
moribund patients, one cannot help but be disap- 
pointed in the results, because most of these pa- 
tients will die regardless of what is done for them. 

When tracheotomy is done, the tracheotomy 
should be irrigated frequently with 3 per cent 
sodium bicarbonate solution, followed by saline 
to wash out mucus and prevent crusting. Aspiration 
through the tracheotomy tube with a suction 


GP e June, 1952 


Figure 3. A model to simulate the effect of voluntary breathing 
or a respirator when there is fluid in the upper airway. With 
moderately viscid fluid, intravenous tube, T tube, and asepto- 
syringe it acts as shown. When the by-pass is open, no fluid is 
drawn down into the lungfields. When the by-pass is closed, 
fluid from the upper respiratory tract is drawn into the lung- 
field. Reproduced from Archives of Otolaryngology, 46:125 
(August) 1947. 
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catheter may be necessary every twenty to thirty 
minutes during the first day or two. It is also 
well to use cool humidification in the room, or 
better at the site of the tracheotomy, to prevent 
crusting in the wound (Figure 3). 

Indications for tracheotomy are as follows: 

1. Progressive anoxia with secretion in the upper 
airway. 

2. Pronounced restlessness, irrationality, or un- 
consciousness in a patient who does not respond 
immediately to suctioning. 

3. Continued restlessness, irrationality, or stupor 
in a respirator patient, even though paralysis is 
spinal. 

4, Fluid accumulation not certainly taken care of 
by suction in any patient. 

5. Paralysis or spasm of vocal cords. 

6. Rapidly progressive bulbar symptoms. 

7. Signs of vasomotor failure. 

8. The absence of well-trained, efficient at- 
tendants, adequate equipment, or co-operation of 
the patient, with doubt that the airway will be kept 
constantly free of secretion. 

9. Any bulbar patient who requires a respirator. 

10. Any patient who comes in spitting constantly, 
nervous, and tossing with constant efforts to get rid 
of saliva. 

Among the signs of vasomotor failure, the early 
development of a cyanotic flush has great signifi- 
cance. Along with this flush, blood pressure is 
usually elevated and is a sign of impending 
vasomotor collapse. In too short a time, a grayish 
pallor with mottling of the skin will follow, and 
patients who reach this stage will almost never sur- 
vive. 

Any bulbar patient who needs a _ respirator 
should be tracheotomized. If obstruction occurs in a 
respirator patient, the negative intra-alveolar pres- 
sure can produce only one result, namely sucking 
fluid out of the capillaries into the alveoli with con- 
sequent irreversible pulmonary edema. This is the 
reason that the use of the respirator has been con- 
demned in bulbar cases. With the maintenance of 
a free and open airway this objection does not 
hold, and we have seen many patients with bulbar 
involvement who were unable to maintain life by 
independent respiration but survived perfectly 
well with the aid of the respirator. If tracheotomy is 
not immediately available, the anesthesiologist may 
save the day by inserting an endotracheal tube and 
suctioning the trachea through this tube. Tracheot- 
omy can then be done carefully over the endo- 
tracheal tube. 


Not infrequently: atelectasis will develop with 
mucous plugs in the bronchi, and it is a simple 
matter to pass a bronchoscope through the tracheot- 
omy wound and aspirate such plugs from day to 
day. As to the tenth indication above, patients 
who are straining to rid themselves of saliva and 
secretions quiet down immediately after the es- 
tablishment of tracheotomy, postural drainage, and 
suction. 

As stated before, swallowing problems usually 
start to recede within four to seven days. At that 
time a small tube is placed into the stomach through 
the nose, and feedings of St. Mary’s or some 
heavy protein formula are begun. We start with 
50 cc. every two hours in an adult, with one formula 
feeding alternating with water. This is increased 
to 150-200 cc. per feeding within two to three days. 
Parenteral feeding is cut down proportionately. 
When palatal movement returns and swallowing is 
possible, grape juice is a good liquid to try. Its color 
serves to tell if it has been swallowed, aspirated, or 
pooled in the pharynx. The first day or two, grape 
juice, water, Jello, and custard will usually be ac- 
ceptable; then soft eggs, Cream of Wheat diluted 
with milk and sugar, and strained orange juice may 
be added. After four or five days, the patient will 
usually take ground meat, toast, and puréed 
vegetables. Milk products sometimes increase mucus 
difficulty and should be watched carefully. Potatoes 
are notoriously difficult. They should be given only 
when a patient is able to swallow perfectly. Boiled 
rice is usually much easier, since it is apparently the 
mealiness of potatoes that causes trouble. 

No patient still in a respirator or still having 
trouble swallowing is out of danger, and he should 
be constantly watched as he is completely helpless. 
Most patients who die of bulbar poliomyelitis 
die of respiratory obstruction. An occasional pa- 
tient only will go on to circulatory collapse with a 
free and open airway. In these patients, perhaps, 
one must concede that an overwhelming infection 
in the brain stem has eliminated cardiovascular and 
respiratory centers. 


Encephalitic Poliomyelitis 


There is a group of patients who develop little 
or no paralysis but show somnolence and stupor 
without evidence of respiratory failure or circulatory 
collapse. With simple supportive treatment these 
patients have made uniform and complete recovery. 
However, the association of stupor with ascending 
or descending paralysis is cause for concern. Sup- 
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portive treatment must, of course, be ardently pur- 
sued, and the advisability of tracheotomy should be 
considered early. 


General Comment 


There is no disease in which teamwork is more 
important than in poliomyelitis. The attending 
physician, the nursing staff, the laryngologist, 
orthopedist, physiotherapist, occupational thera- 
pist, and anesthetist must co-operate if success is to 
be attained. I believe a resident staff is essential to 
the safe care of severely sick polio patients. On our 
service an intern or resident is required to remain on 
the floor at all times while critically ill patients 


are in the hospital. The feeling of security which 
this gives to patients is often helpful. It is my prac- 
tice to ask a laryngologist to follow every bulbar pa- 
tient, as I believe he is best equipped to tell when 
the patient is threatened with obstruction. Ortho- 
pedic consultation is routine and early. Psychologic 
support is important, and certainly the neuro- 
psychiatrist will frequently be in demand, particu- 
larly on patients with long-term disability. 

It must be emphasized that restlessness, un- 
co-vperativeness, and combativeness on the part of 
the patient are not signs of a peculiar personality; 
they are signs of anoxia. Do not criticize such a 
patient or give him sedatives, but free his airway 
and give him oxygen. 


Here’s a Helpful Hint... 


TREATMENT OF PRURITUS VULVAE 


As AN adjunct to the management of pruritus vulvae, Ballentine recommends periodic drying of the 
vulva by means of an air current. He instructs the patient to lie in the lithotomy position on a bed 
and to drape herself as is commonly done on an exam: ing table. An electric fan is placed on a table 
at the foot of the bed and is directed toward the perineum. She is instructed to separate the labia 
as much as can be done with comfort. Ballentine recommends that the treatment be used three or four 
times a day for fifteen to thirty minutes each time.—Am. J. Obst. ¢> Gynec., 63:218, 1952. 
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Present Status of ... 


Jusulin Therapy of Diabetes 


A practical plan for insulin treatment of diabetes 
mellitus has recently been presented by Duncan 
(Metabolism, 1:101, 1952). He advocates that insulin 
always be used for the management of complications 
which are likely to upset control of diabetes. He 
believes that insulin should not be used in the treat- 
ment of uncomplicated diabetes when diet alone 
suffices to control hyperglycemia and glycosuria, or 
when the patient is overweight. He has found that 
obese diabetics require only a reducing diet. He is 
not satisfied with a treatment regimen unless all but 
an occasional blood sugar are below 140 mg. per 
100 cc. fasting, and below 180 mg. per 100 cc. in 
blood drawn two hours after a meal. Under this kind 
of control there will be little or no glycosuria. 

In the absence of complications, the type of insulin 
selected for a patient depends upon the severity of 
the diabetes and an accurate knowledge of times for 
peaks of effect of the various insulins (see diagram). 

Mild diabetes can usually be controlled by a single 
dose of NPH or globin insulin given one hour before 
breakfast. Severe diabetes can best be managed by 
administration fifteen minutes before breakfast of a 
mixture of NPH insulin and regular insulin. NPH 
insulin is preferred for such mixtures because it does 
not modify the effect of the regular insulin. In some 
cases an additional small dose of NPH insulin may 
be needed just before supper in order to control 
nocturnal hyperglycemia. This evening dose should 
always be increased very gradually by increments no 
larger than 2 to 4 units every two days. 

The arrangement of the diet is governed mainly 
by the type of insulin being used. Thus the glucose 
equivalents of the various meals are arranged in 
accordance with expectations of peak effects from 
the insulins. Duncan’s methods are clearly shown in 
the next diagram which has been adapted from that 
in his original article. 

The doses of insulin are at first readjusted by 
noting their influence on the patient’s glycosuria. 


Times for hypoglycemic reactions 
from the various kinds of insulin. 
(Adapted from a chart in Metabolism.) 


10 PM 


DIET DISTRIBUTION 


Timing of the injection of the respective 
insulins and distribution of the diet indi- 
cated with each plan of insulin therapy. 


For this purpose tests are run on four fractions of 
urine, obtained during the hours shown as follows: 
7-11 a.m., 11 a.m.—4 P.m., 4-9 P.m., 9 P.M.—7 A.M. 
When glycosuria is controlled, finer adjustments of 
insulin dosage are made on the basis of four blood 
sugar estimations in one day—one before each prin- 
cipal meal and at bedtime. 

When a diabetic develops a complication which 
probably will throw him out of control (an infection, 
for example), his regimen of treatment must be modi- 
fied promptly. For mild complications, it is usually 
necessary only to increase the amounts of the insulin 
or insulins already in use. When this does not suffice 
to control glycosuria, additional regular insulin is 
given every six hours. For severe complications, the 
usual insulin therapy is temporarily abandoned. The 
diet is divided into four meals of equal glucose equiv- 
alents, preferably to be eaten every six hours. Regular 
insulin is given every six hours (sometimes every 
four) in amounts sufficient to control glycosuria. 


TIMING . oa 
NPH AND 2 injections, 
REGULAR hour betore 
AND breaktest and : 
/ 
izem 7PM 4PM 6PM BPM 12aM 2PM 4PM ‘ 


Cips from Other Journals 


Causes of Death in Premature Infants 


Taytor, Scott, and Govan have reported on a study 
of 465 premature infants born alive on an obstetric 
service (Am. J. Obst. e Gymnec., 62:764, 1951). 
During the period of the study the incidence of pre- 
mature births was a little more than 10 per cent. 
The neonatal mortality for the premature infants 
was 13.3 per cent. About half of the deaths were 
due to causes related to anoxia. In this connection 
the investigators found that the ability of the pre- 
mature infant to oxygenate the blood during the 
early hours of life was consistently less efficient 
than that of full-term infants. On this account the 
authors re-emphasize the necessity for avoidance of 
the use of anesthetic and analgesic agents which 
might depress the respiration of the infant in a case 
of premature delivery. 


Prevention of Pulmonary Embolism 


Tue wearing of knee-length elastic stockings by hos- 
pitalized patients has appreciably reduced the in- 
cidence of pulmonary embolism, according to a 
preliminary report by Wilkins and co-workers (New 
England J. Med., 246:360, 1952). 

The stockings are thought to work because they 
decrease the cross-sectional area of the leg veins, 
thereby greatly accelerating venous flow. They must 
be designed to give a compressing effect equivalent 
to 10 to 15 mm. of mercury; greater pressure than 
this is objectionable. They are contraindicated when 
there is evidence of arterial insufficiency, ulceration, 
local inflammation, or trauma of the legs. 


Heat, Humidity, Heart Failure 


PATIENTS with congestive heart failure have been 
shown by Berenson and Burch to have poor toler- 
ance for hot, humid atmospheres (Am. J. M. Sc., 
223:45, 1952). When such patients were suddenly 
subjected to these environmental conditions, they 
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reacted severely by developing the symptoms and 
signs of left ventricular failure. This syndrome had 
its onset at about the time control subjects without 
heart disease were just beginning to sweat. 

The sudden aggravation of heart failure in the 
cardiac patients was ascribed to the increased car- 
diac activity invariably provoked by these atmos- 
pheric conditions. The authors warn that similar 
effects can be expected under natural environ- 
mental circumstances during hot summer weather. 
They believe that greater use of air conditioning 
would be desirable for rooms in which cardiac pa- 
tients reside. 


Beryllium Poisoning 


BERYLLIUM poisoning, one of the newer occupational 
diseases, has multiple manifestations, according to 
Van Ordstrand (Ann. Int. Med., 35:1203, 1951). 
This metallic element is used in many industries 
and is capable of causing a general disease charac- 
terized clinically by pulmonary insufficiency in the 
more severe cases. 

The commonest effect of beryllium poisoning is 
an acute eczematous contact-type of dermatitis 
which usually appears in hypersensitive individuals 
between the seventh and fourteenth days after ex- 
posure, and disappears within a few days to a week 
after removal from contact. Another cutaneous 
manifestation is a beryllium ulcer, which results 
from implantation of a beryllium compound at the 
site of an antecedent abrasion. The resulting lesion 
is an indolent ulcer having the histologic character- 
istics of a granuloma. Such local lesions are curable 
by simple curettage or local excision. 

Acute involvement of the respiratory tract may 
result from inhalation of beryllium. The symptoms 
vary from those of minor upper respiratory tract 
involvement to a florid acute pneumonitis. In the 
latter type of case, x-ray evidence of a symmetrical 
infiltration of the lungs develops as a rule after two 
or three weeks, during which the patient has a non- 
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productive cough and progressive dyspnea. The 
pathology of this acute berylliosis is essentially an 
intra-alveolar edematous exudate. Death is the re- 
sult of asphyxia, with or without acute cor pul- 
monale. 

Chronic berylliosis of the lung is essentially a 
granulomatous lesion. The onset of symptoms after 
exposure may be delayed as long as ten years. The 
principal symptoms are cough, shortness of breath, 
anorexia, and weight loss. X-ray pictures of the 
lungs show a disseminated, fine nodular infiltra- 
tion. The principal cause of death in such cases is 
chronic cor pulmonale, although involvement of 
other organs attests to the fact that beryllium poi- 
soning is indeed a systemic disease. Recently, 
ACTH and Cortisone therapy have been shown to 
be beneficial in these chronic cases. 


Management of Ectopic Pregnancy 


CampsELL believes that the question “‘is this an ec- 
topic pregnancy?” must constantly be kept in the 
mind of 2 physician treating female patients (Am. J. 
Obst. > Gynec., 63:54, 1952). He emphasizes that 
the average practitioner seldom encounters a case of 
ectopic pregnancy and must therefore be all the 
more alert to make the diagnosis. This is especially 
true because the clinical manifestations are often 
atypical. 

The author outlines a plan for management of 
suspected ectopic pregnancy as follows: (1) hospi- 
talization and complete bedrest; (2) blood typing 
and blood available ; (3) complete history and phys- 
ical examination; (4) catheterized urine examina- 
tion and complete blood count; (5) biologic preg- 
nancy test; (6) repetition of hemoglobin determina- 
tion every four hours; (7) blood pressure and pulse 
readings every two hours; (8) re-examination of 
patient; (9) if diagnosis still questionable: (a) ex- 
amination under anesthesia, (b) diagnostic dilata- 
tion and curettage, (c) colpopuncture or colpotomy ; 
(10) surgery to correct existing pathology. 


PAS Reaction Simulating TB Meningitis 


Bripce and Hofmann record a reaction to para- 
aminosalicylic acid (PAS) associated with fever, 
headache, stiff neck, and pleocytosis in the cerebro- 
spinal fluid (Am. Rev. Tuberc., 64:682, 1951). These 
neurologic reactions occurring in a patient with 
tuberculosis led to the immediate suspicion of tu- 
berculous meningitis. Certain features in the clin- 
ical manifestations did not favor such a diagnosis, 


such as intermittent fever, the absence of photo- 
phobia, leukopenia with lymphocytosis, and initially 
normal cerebrospinal fluid sugar, protein, and 
chloride levels. Further evidence of sensitivity to 
PAS was demonstrated by the appearance of a chill, 
temperature elevation, cramping abdominal pains, 
nausea, vomiting, and diarrhea. 


Jaundice Due to Methyltestosterone 


SUBLINGUAL administration of methyltestosterone 
may occasionally be followed by jaundice, according 
to Brick and Kyle (New England J. Med., 246:176, 
1952). These authors report three cases, making a 
total of fifteen such cases in the literature. The jaun- 
dice usually was intense and protracted, but recov- 
ery finally ensued, without evidence of residual 
hepatic damage. Flocculation tests (cephalin and 
thymol) tended to be normal, alkaline phosphatase 
values were higher than normal, and the serum 
cholesterol-ester fraction was reduced. Liver biop- 
sies showed bile stasis in the central zones and min- 
imal abnormalities of the liver cells. The mechanism 
of development of the disease remains obscure. 


Bacterial Anticoagulants 


StuptEs by Freeman sustain the thought that certain 
bacterial products have a hemorrhagic influence 
similar to that of heparin (Blood, 7:235, 1952). The 
bacterial anticoagulant action is especially apparent 
when there is a pre-existing coagulation defect. An 
example is the strong tendency to abnormal bleed- 
ing which marks the coexistence of infection and 
thrombocytopenia in patients having leukemia. 


Bacteroides Infections 


Serious bacteroides infections are more common 
than is generally supposed, according to McVay and 
Sprunt (Ann. Int. Med., 36:50, 1952). The authors 
believe that the diagnosis may be overlooked for two 
reasons: clinicians are not accustomed to think of 
it, and the organisms grow only in anaerobic cul- 
tures. Thirty-five cases are presented, exemplifying 
various routes of infection: respiratory, gastroin- 
testinal, female genital tract, urinary system, middle 
ear, and skin. 

The clinical picture of bacteroides infection is 
that of a pyogenic infection, and pathologically 
there is a strong resemblance to staphylococcic dis- 
ease. Often the patient does not look as seriously ill 
as he really is. Twenty-one of the authors’ patients 
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were critically ill, and eleven died. The recom- 
mended therapeutic regimen includes aureomycin, 
good supportive care, and surgical procedures for 
drainage of abscesses. 


Phosphate Ester Poisoning 


Hamstin and Marchand warn that phosphate ester 
insecticides, by virtue of their anticholinesterase ac- 
tivity, are hazardous to humans (Ann. Int. Med., 
36:50, 1952). One of the phosphate esters, para- 
thion, is widely used for spraying crops. It is not 
harmful as a food residue and presents little or no 
vapor hazard but can be rapidly absorbed through 
the intact skin. Therefore, utmost care must be ex- 
ercised by those engaged in manufacturing or han- 
dling the material. 

Parathion causes intoxication by combining with 
cholinesterase. This permits uninhibited activity of 
acetylcholine, which normally forms at the nerve 
synapses. Symptoms therefore resemble those ob- 
served when a large dose of physostigmine is given: 
giddiness, headache, confusion, weakness, nausea, 
vomiting, cramps, diarrhea, sweating, pupillary 
constriction, occasionally an irregular pulse, and 
often a sense of constriction in the chest, with evi- 
dence of bronchial spasm. Intoxication develops 
only during, or within a few hours of, exposure, and 
is strictly an acute episode. 

Atropine should be given immediately by any 
convenient route. This drug counteracts the para- 
sympathetic component of the intoxication. Ham- 
blin and Marchand recommend an initial dose of lor 
2 mg., this to be repeated in successive additional 
doses until enough has been given to cause a dry 
mouth and relieve any evidence of bronchial con- 
striction. 


Nodular Goiter 


Tue probability of discovering that a nodular goiter 
is, after all, a cancer of the thyroid is reiterated in a 
report by Hermanson, Gargill, and Lesses (J. Clin. 
Endocrinol. ¢ Metabolism, 12:112, 1952). They 
studied 200 patients with nodular goiter and found 
an incidence of malignant tumors of 12.5 per cent 
(25 cases). In only one instance was there une- 
quivocal evidence of thyroid cancer in the preopera- 
tive examination. Diagnosis usually depended 
therefore upon histologic study. 

Although cancer was found a little more fre- 
quently in glands having a single nodule, the inci- 
dence of cancer in thyroids with multiple nodules 
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was surprisingly high (10.4 per cent). In addition, 
the authors found that it was difficult to ascertain 
whether or not there was more than one nodule in a 
gland before operation. Most of the malignant neo- 
plasms were papillary carcinomas which have a low 
order of malignancy. However, the authors disagree 
with the attitude that surgical exploration should be 
delayed until there is clinical evidence of a malig- 
nant neoplasm. Their investigation confirmed that 
carcinoma is rare in cases of nodular goiter with 
thyrotoxicosis. 


Cortisone in Myocardial Infarction 


As 4 preliminary to the possible use of Cortisone 
for treatment of shock due to myocardial infarction 
in humans, Chapman and co-workers have studied 
the effect of the drug on myocardial infarction pro- 
duced experimentally in dogs (Am. J. M. Sc., 
223:41, 1952). Therapeutic amounts of Cortisone 
produced no deleterious effect on the size of the in- 
farction or on the healing process, nor did the drug 
produce undesirable disturbances of electrolyte and 
water balances. 


Neomycin for Amebiasis 


Neomycin can be added to the list of antibiotics 
known to be effective against intestinal amebiasis, 
according to McVay, Laird, and Stern (Am. J. M. 
Sc., 223:20, 1952). They gave the drug by mouth to 
eight patients, in doses of 50,000 units every three 
to six hours, up to total amounts of 1,600,000 or 
4,800,000 units. There were three instances of re- 
lapse when the smaller total dose was used; retreat- 
ment of these patients with the larger total dose was 
effective. 

When given by intramuscular injections, neo- 
mycin causes a high incidence of serious toxic ef- 
fects (deafness, renal damage). However, oral ad- 
ministration of the drug appears to be relatively safe ; 
in this series there was only one case in which a 
serious side reaction occurred (proteinuria, azote- 
mia) and this subsided within seventy-two hours 
after neomycin was discontinued. 


Bone Marrow Response to X-ray 


EXPERIMENTAL studies by Valentine and Pearce dem- 
onstrated that sublethal x-ray irradiation of the 
whole body depresses white blood cell production 
much more than erythrocyte production by the 
bone marrow (Blood, 7:1, 1952). 


ree 


Rh Sensitization 


In Ru NEGATIVE pregnant women who have been 
sensitized to the Rh factor, the titers of Rh anti- 
bodies in maternal blood specimens are closely cor- 
related with the manifestations of erythroblastosis. 
This fact is borne out strongly in a study of 500 
pregnant Rh negative women by Wiener, Nappi, 
and Gordon (Am. J. Obst. e& Gynec., 63:6, 1952). 
However, only Rh positive babies are affected. Even 
so, an occasional baby may be stillborn although 
the maternal Rh antibody titer is low, or an occa- 
sional baby may survive when the antibody titer is 
high. To the authors these facts indicate that the 
baby’s resistance to the antibody may also be im- 
portant. 


Retinal Changes in Toxemias of Pregnancy 


CaREFUL repeated examinations of the retinal vessels 
are indispensable in the management of hyperten- 
sive toxemias of pregnancy, according to Landes- 
man, Douglas, and Snyder (Am. J. Obst. & Gynec., 
63:16, 1952). This is especially true in cases of 
severe hypertensive disease (blood pressure above 
160/100). In such cases the absence of arteriolar 
changes indicates a good prognosis for fetus and 
mother. Mild or moderate arteriolar spasm, espe- 
cially if it be progressive, is attended by some in- 
crease in fetal mortality. When hemorrhages and 
exudates or papilledema are also present, the out- 
look for the fetus is indeed poor and the mother is 
also in danger. 


Use of Intravenous Iron 


A ReEporT by Briscoe confirms that intravenous ad- 
ministration of a solution of saccharated oxide of 
iron is effective treatment for iron deficiency ane- 
mias (Am. J. Obst. ¢> Gynec., 63:99, 1952). The fact 
that oral administration of iron is usually effective 
in this kind of anemia greatly limits the field of use- 
fulness for intravenous iron. However, it seems to 
have a definite place in pregnancy when the patient 
is near term, has low hematologic values, or does 
not respond to oral iron. 

Briscoe points out that intravenous administra- 
tion of iron causes some risk of hemochromatosis 
unless doses are carefully calculated. He used the 
following formula for calculation: (100 minus ob- 
served hemoglobin percentage) times 25 equals total 
dosage of iron in milligrams. The calculated amount 
can be given in divided doses as follows: 100 mg. 


the first day and 200 mg. daily thereafter until the 
total dose is reached. In Briscoe’s experience local 
reactions to injections were unimportant, and sys- 
temic reactions could be largely avoided when injec- 
tions were given slowly. 


Pulmonary Hypertensive Pain 


CuEst pain due to pulmonary hypertension may 
closely simulate pain due to coronary artery disease, 
according to Viar and Harrison (Circulation, 5:1, 
1952). The two types of pain have similar quality, 
location, and intensity, presumably because the 
nerves from the pulmonary artery have the same 
distribution in the spinal cord as those from the 
heart. The authors believe that pulmonary hyper- 
tensive pain is due to severe distention of the pul- 
monary artery. The pain may be initiated by physi- 
cal exertion when this factor significantly aggravates 
pre-existing pulmonary hypertension. Under these 
circumstances there is a strong resemblance to 
angina pectoris. 

Viar and Harrison have diagnosed pulmonary hy- 
pertensive pain in the following conditions: mitral 
stenosis, primary diffuse lung disorders (asthma, 
emphysema), congenital heart disease, and pul- 
monary embolism. Recognition of the existence of 
such conditions is the first step in differentiating 
the pain from that due to coronary artery disease. 
Other distinguishing features of pulmonary hyper- 
tensive pain include a history of long-standing 
cough, cyanosis, association of the pain with dysp- 
nea, presence of pain on breathing, clinical evidence 
of right ventricular hypertrophy, ECG changes re- 
sembling those described for acute cor pulmonale, 
striking relief of pain with oxygen inhalation, and 
failure of nitroglycerin to influence pain signifi- 
cantly. 


Cortisone for Lupus Erythematosus 


Boru corticotropin (ACTH) and Cortisone have 
previously been reported to give temporary benefi- 
cial effects in patients with disseminated lupus 
erythematosus. Johnson and Meyer confirm this fact 
by their experiences with the use of Cortisone in 
nine cases of this disease (Am. J. M. Sc., 223:9, 
1952). Four patients were treated with daily doses 
of 100 to 200 mg. until 6 Gm. had been given. An- 
other four patients received 200 mg. a day for ten 
days, withdrawal of therapy for twenty days, an- 
other ten-day course, and so on until about 6 Gm. 
had been given. The ninth patient received only 2 


GP e Volume V, Number 6 


80 
: 
5 


Gm. of Cortisone before it had to be stopped because 
of appearance of a psychosis. 

The eight patients who tolerated Cortisone satis- 
factorily showed striking clinical remissions. How- 
ever, when therapy was discontinued, relapses 
tended to follow. The authors believe that the drug 
is valuable mainly for the treatment of acute exacer- 
bations and may tide a patient over a critical period. 
This was exemplified in one of their case reports. 


Acute Cardiac Arrest 


WHEN cardiac arrest occurs, artificial ventilation 
with pure oxygen must be instituted immediately, 
and efforts should be directed toward re-establishing 
effective blood flow, according to Ehrenhaft and co- 
workers (J. Thoracic Surg., 22:592, 1951). Effective 
blood flow is accomplished by manual compression 
of the heart using the quickest available approach. 
Most of the time this will be a direct transthoracic 
approach. 

However, if an abdominal incision already exists, 
transdiaphragmatic or transabdominal manipula- 
tion and compression of the heart may be tried, but 
this should be quickly changed to the transthoracic 
approach if adequate peripheral circulation does 
not ensue. After artificial circulation and efficient 
artificial ventilation have been established, addi- 
tional therapy may be used as indicated. This con- 
sists of intravenous blood administration or, in some 
instances when blood volume has been rapidly de- 
pleted, intra-arterial blood administration. Intra- 
venous procaine or procaine applied topically or 
intracardiacally may reduce the irritability of the 
myocardium and thereby decrease the likelihood of 
ventricular fibrillation. In the event that ventricular 
fibrillation does occur, artificial circulation still 
must be maintained and electric shock used to re- 
verse the ventricular fibrillation. In this report the 
authors analyze their experience with twenty-seven 
cases of acute cardiac arrest. 


Estimate of Severity of Mitral Stenosis 


Now that mitral stenosis can be treated surgically, it 
has become especially important to estimate the 
severity of the blockade to blood flow at the valve 
orifice. Goldberg, Elisberg, and Katz believe that a 
simple method may be the response of the pulse rate 
and blood pressure to a Valsalva-like maneuver 
(Circulation, 5:38, 1952). The maneuver consists of 
having the patient blow for as long as he can into a 
tube connected to a mercury manometer. 


GP « June, 1952 


In normal individuals and in patients with mild 
degrees of mitral stenosis, the sequence of events is 
as follows: The strain of blowing into the manom- 
eter causes the intrapleural pressure to increase 
greatly. This squeezes most of the blood out of the 
pulmonary circulation and simultaneously blocks 
entry of fresh blood from the peripheral veins into 
the lungs. Consequently peripheral venous pressure 
rises and arterial pressure falls. With cessation of 
straining, intrapleural pressure falls abruptly and 
blood rapidly re-enters the heart and is just as rap- 
idly expelled into the systemic arteries. This causes 
the systemic arterial pressure to “overshoot” (rise 
above control level). The sudden rise in arterial 
pressure then stimulates nerve endings in the aortic 
arch and carotid sinuses; reflex vasodilation and 
bradycardia promptly follow. 

In patients with tight mitral stenosis, the se- 
quence is similar until the patient stops straining. 
Then, although blood tends to re-enter the pul- 
monary circulation rapidly, rapid delivery to the 
systemic arteries is blocked at the mitral valve ori- 
fice. Consequently there is no “overshoot” of arter- 
ial blood pressure—no reflex bradycardia. 

Failure to elicit bradycardia after the Valsalva-like 
maneuver would therefore constitute a simple bed- 
side indication that mitral stenosis is severe. Pre- 
sumably, comparison of the responses before and 
after surgical treatment of mitral stenosis would 
give some idea of the effectiveness of the operation. 


Hepatic Hyperglycemia 


Procnosis and therapy are considerably influenced 
by the decision that a patient’s glycosuria and hy- 
perglycemia are attributable entirely to liver dys- 
function (Leevy, C. M., et al., Am. J. M. Sc., 223:88, 
1952). However, these authors believe that there is 
no single laboratory test which consistently differen- 
tiates hepatogenic diabetes from diabetes mellitus. 
They relied more on a history suggesting hepatic 
damage prior to the appearance of the diabetic 
syndrome, clinical evidence of liver disease, lack of a 
history of familial diabetes, and disappearance of 
hyperglycemia and glycosuria on hepatotherapy 
without insulin. They observed that patients with 
hepatogenic diabetes could consume large amounts 
of whiskey, eat little food, maintain severe hyper- 
glycemia for long periods, and nevertheless escape 
developing acidosis in spite of the fact that they 
were not receiving insulin. 

It was noted that when patients with hepatogenic 
diabetes faithfully followed a good therapeutic regi- 
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men, the liver disease usually improved, and the 
evidence of disturbed carbohydrate metabolism dis- 
appeared. The authors’ regimen consisted of bed- 
rest, diet (C 350, P 125, F 80), daily divided doses of 
6 Gm. each of methionine and choline, and multi- 
vitamins. 


Terramycin for Pulmonary Tuberculosis 


Hucues and his co-workers demonstrated the ef- 
ficacy of terramycin given alone and in combination 
with streptomycin in the treatment of moderately- 
and far-advanced pulmonary tuberculosis (Dis. of 
Chest, 21:123, 1952). It would appear that the 
greatest value of terramycin lies in its use as an ad- 
junctive to streptomycin in delaying the emergence 
of bacterial resistance to streptomycin. 


Treatment of Tetralogy of Fallot 


Gover and his co-workers believe that, wherever 
possible, intracardiac relief of pulmonary stenosis is 
desirable in cases of tetralogy of Fallot (J. Thoracic 
Surg., 23:14, 1952). In their experience, valvular 
stenosis or an obstructing malformation of the pul- 
monary conus area (infundibular stenosis) were 
more commonly found in tetralogy of Fallot than 
stenosis of the pulmonary artery. They recommend 
the Blalock-Taussig anastomotic procedure for the 
relief of pulmonary stenosis in the tetralogy of 
Fallot only when there is actual constriction of the 
pulmonary artery. For other types of pulmonary 
stenosis they recommend a direct approach, when 
technically feasible, because it offers a more satis- 
factory long-term solution than the anastomotic pro- 
cedures which produce an additional vascular de- 
fect. 


Tuberculosis in Anthracosilicosis 


In a study of 750 hard-coal miners with various 
stages of anthracosilicosis, Theodos and Gordon 
found an incidence of tuberculosis of 14.9 per cent 
(Am. Rev. Tuberc., 65:24, 1952). The highest inci- 
dence of tuberculosis occurred in the fourth and 
fifth decades. The most common symptoms were 
loss of weight, cough and expectoration, dyspnea, 
weakness, and chest pain. The pattern of dyspnea 
was similar to that seen in uncomplicated silicosis. 
However, in the tuberculous cases there was a sud- 
den, acute exacerbation of the dyspnea coincident 
with activation of the tuberculous infection. Eighty- 
eight per cent of the cases of tuberculosis were asso- 


ciated with advanced stages of the silicosis. Seventy- 
one per cent of the tuberculosis was in the far- 
advanced stage. 

The life expectancy of tuberculosilicosis treated 
at home is two or three years, while with sanatorium 
care, life expectancy may be increased to four years 
or more. Treatment is limited to symptomatic re- 
lief. Spasm and blockage of bronchioles are im- 
portant causes of pulmonary symptoms. Intermit- 
tent positive pressure breathing with 100 per cent 
oxygen and nebulization of bronchodilator drugs 
are of value in the control of cough, dyspnea, and 
difficult expectoration. 


Acute Cholecystitis in Childhood 


Acute cholecystitis in infancy is usually secondary 
to congenital deformities of the biliary tract, while 
the same disease in childhood has an infectious 
background, and in adult life is often associated with 
cholelithiasis, according to a review of the subject 
by Bonta and Lovingood (Surgery, 31:309, 1952). 
In children the history of a preceding upper respira- 
tory tract infection and the frequent occurrence of a 
positive culture from the gallbladder contents sug- 
gests an infectious origin, and cholelithiasis is rare. 
The differential diagnosis in the presence of right 
upper quadrant tenderness and spasm includes 
pneumonia, acute appendicitis, intussusception, 
and renal disease. 

The authors reported the case of a 4-year-old girl 
whose ten-hour history was that of severe abdom- 
inal pain with nausea, vomiting, no jaundice, but a 
recent recovery from an attack of acute otitis media. 
Examination revealed a temperature of 104.8°, pulse 
140, and a white blood count of 20,000. There was 
generalized abdominal tenderness and rigidity most 
marked in the right upper quadrant. At operation 
the gallbladder was injected, edematous, and dis- 
tended with thin yellow pus from which Salmon- 
ella oranienburg was cultured. A cholecystostomy 
was performed, and ten months later gallbladder 
x-rays revealed a normally-functioning organ. 


Prolonged Labor 


IN AN analysis of 7,989 consecutive deliveries at the 
Louisville General Hospital, Star has reported an 
occurrence of prolonged labor (twenty-four to thir- 
ty-six hours) in 404 (5 per cent) of the cases (Am. J. 
Obst. & Gynec., 63:333, 1952). Although there was 
no maternal mortality, the fetal mortality was 5.6 
per cent for those in labor less than thirty hours, and 
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12 per cent for those in labor thirty hours or longer. 
By comparison with a similar group of private pa- 
tients delivered during the same period, prolonged 
labor was much less frequent in the latter and there 
was no fetal mortality. 

Various causes were given for the prolonged la- 
bor, including uterine inertia, cervical dystocia, 
positional dystocia, cephalopelvic disproportion, 
tumor blocking the birth canal, overdistention of the 
uterus, and contraction ring, but the vast majority 
were attributed to uterine inertia. It was more com- 
mon in unmarried mothers and others with emo- 
tional problems and occurred occasionally in multi- 
paras as well as in primiparas. Four mothers had 
major complications: (1) post-partum sciatic nerve 
palsy due to compression; (2) kidney damage fol- 
lowing transfusion reaction; (3) laceration of the 
cervix which was repaired primarily, and sloughed 
on the fourth day; and (4) pulmonary embolism and 
severe renal insufficiency. The author believed that 
prolongation of labor may often be prevented by bet- 
ter personal care of the patient psychologically, and 
by closer observation and more accurate diagnosis of 
true labor. Timely intervention in stimulating labor 
by drugs, and by rupturing the membranes was also 
recommended for certain cases. Careful supportive 
care during labor was stressed for the prevention of 
fetal mortality and maternal morbidity. 


Pneumonectomy for Irradiation Damage 


BERGMANN and Graham believe that the logical treat- 
ment of unilateral radiation damage of the lung is 
pneumonectomy (J. Thoracic Surg., 22:549, 1951). 
Roentgen irradiation of the human chest is usually 
carried out for the treatment of a malignant neo- 
plasm. The neoplasms may be intrathoracic but the 
most common indication for such therapy is car- 
cinoma of the breast. 

Clinically it is observed that while the patient is 
still receiving therapy, or three to six weeks later, 
a dry or moderately productive cough begins. 
Dyspnea commonly develops and it may be paroxys- 
mal and disabling. Chest pain is frequently observed 
but hemoptysis is unusual. Fever is present when 
secondary infection is superimposed on the irradia- 
tion reaction. A diffuse haziness of the lung is the 
earliest roentgenographic sign. As the lesion de- 
velops, irregular patchy consolidations radiating 
out from the hilum appear. Pleural reaction and ad- 
hesions and occasionally pleural effusions may be 
seen. The latest changes consist of extreme pul- 
monary fibrosis and shrinkage. The lung becomes 
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atelectatic and the trachea and mediastinal struc- 
tures shift toward the affected side. Various linear 
and nodular shadows have been demonstrated but 
there is no single pattern pathognomonic of the dis- 
ease. Clinically and roentgenologically the lesion 
must be distinguished from the various types of 
pneumonitis, bronchiectasis, tuberculosis, and 
metastatic malignancy. These patients show a 
marked reduction in vital capacity. The dyspnea is 
caused by abnormal reflexes originating in the al- 
tered lung. Since the structural changes account for 
all the symptoms observed in this syndrome, the 
obvious approach should be the removal of the dis- 
eased lung. 


Splinting the Flaccid Myocardium 


IscHEMIC areas of the myocardium, distal to a cor- 
onary occlusion, lose their tone and develop a para- 
doxical motion when compared with normal por- 
tions of the myocardium. Allen has attempted to 
stabilize this flaccid portion of the myocardium by 
using sutures made from strips of pericardium or 
strips of fascia (J. Thoracic Surg., 22:609, 1951). 
These strips of living tissue have been woven 
through the ischemic portions of the myocardium 
thereby splinting the unstable portion of the heart. 
In the experimental animal, the author has demon- 
strated marked improvement in cardiac function fol- 
lowing this type of operation. 

Shafiroff and co-workers have used the auricular 
appendage as an autogenous myocardial graft for 
the repair and strengthening of infarcted or ischemic 
areas of ventricular myocardium, which might 
otherwise rupture or undergo aneurysmal dilata- 
tion (J. Thoracic Surg., 22:631, 1951). This tech- 
nique proved very effective in the dog and was also 
used as a hemostatic agent for reparative graft to 
cardiac wounds of traumatic origin. 


Blood Volume Restoration 


CircutaTory collapse which follows severe trauma 
in any part of the body is usually due to blood loss, 
according to Hamilton ef al. (Am. J. Surg., 83:453, 
1952). It must be combated vigorously by whole 
blood replacement to maintain cardiac output, pro- 
mote venous return to the heart, relieve stagnant 
hypoxia in capillary beds, and prevent irreversible 
damage. 

Although vasoconstriction and a lag in hemodilu- 
tion may temporarily mask grave injury and im- 
pending collapse, these authors have found the 
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blood pressure to be the most valuable single indica- 
tion of the severity of injury. Each pint of blood has 
been estimated to raise the recipient’s red cell count 
about 300,000 per cu.mm. and the hematocrit about 
2.5 per cent; and each 540 cc. bottle of blood has 
been estimated to raise the blood pressure 10 to 
20 mm. Hg. 

When a patient in shock is being prepared for op- 
eration, complete restoration to normal is not possi- 
ble. If the blood pressure swings up to 85 systolic, 
the pulse rate tends downward, and the skin is 
warm and of good color, the patient is ready for im- 
mediate surgery. 

Fresh uncontaminated blood from the abdominal 
or pleural cavity should be sucked from the wound 
into a bottle containing citrate, filtered through ten 
thicknesses of gauze, and returned to the patient as 
an autotransfusion. This can be done as a life-sav- 
ing procedure even in the presence of contamina- 
tion caused by injuries of the liver, stomach, or 
bowel. When rapid replacement is necessary, the 
arterial route should be used. A simple airtight 
transfusion apparatus can be used with a hand bulb 
to maintain pressure through a No. 16 or No. 18 
needle inserted into the femoral artery. By that 
method the arterial pressure is raised immediately 
and the coronary circulation, the liver, kidneys, and 
vital centers are perfused with blood. The authors 
report dramatic results with the utilization of this 
procedure. 


Treatment of Thyrotoxicosis 


A coop brief review by Thompson of the present 
status of treatment of toxic goiter leads to the con- 
clusion that the best method of treatment in most 
instances is still a subtotal thyroidectomy after ade- 
quate preoperative preparation (J. Clin. Endocrinol. 
e> Metabolism., 12:130, 1952). 


Traumatic Pancreatitis 


TRAUMATIC pancreatitis is more common than is 
generally realized, and for medicolegal as well as 
purely medical reasons, its presence or absence 
should be established by a serum amylase determi- 
nation in every case of severe trauma, according to 
a recent report by Mathewson and Halter (Am. J. 
Surg., 83:409, 1952). Compared with 171 patients 
with spontaneous acute pancreatitis admitted to the 
San Francisco Hospital from 1942 to 1950 inclusive, 
seventeen were encountered with pancreatitis due 
to injury. Injury to the pancreas alone may follow 


blunt, nonpenetrating injuries such as those caused 
by a policeman’s club, the handlebar of a motor- 
cycle, or a kick in the abdomen; while in penetrat- 
ing wounds and injuries of severe violence, the pan- 
creatic trauma is often accompanied by injury to 
other organs, such as the spleen, duodenum, stom- 
ach, or liver. 

Symptoms depend upon the degree of violence. 
They vary from moderate abdominal pain with vom- 
iting and epigastric tenderness to severe pain radi- 
ating to the back or shoulder with signs of circula- 
tory collapse. The most helpful adjunct to diagnosis 
is the serum amylase determination, elevation of 
which serves to focus one’s attention upon the pan- 
creas. Treatment should be conservative according 
to these authors, with constant gastric suction, 
parenteral fluids, and antibiotics, unless gross 
hemorrhage or peritonitis is suspected because of 
failure to improve on this regimen. In this event sur- 
gical exploration may be indicated, with suture of 
the lacerated organ and with or without drainage of 
the lesser omental bursa. Pseudocysts which occa- 
sionally develop later are treated by marsupializa- 
tion or internal drainage. The prognosis in mild in- 
juries is good, but in severe contused lacerations, is 
often poor. 


The Adenoid Problem 


ADENOIDECTOMY has been described by Guggenheim 
as the most unsatisfactory surgical procedure which 
the otolaryngologist is called upon to perform and, 
until recently, the nasopharynxas the most neglected 
territory in his domain (Arch. Otolaryng., 55:146, 
1952). Most surgeons still attempt to remove the 
highly vascular, loosely organized structure from 
the irregular cavity of the nasopharynx blindly with 
the use of a La Force adenotome and a curette. As a 
result the full thickness of mucosa or cartilage from 
the tubal prominences is removed not infrequently, 
and scarring occurs. 

The author recommends dissection of the ade- 
noid tissue using forceps and scissors or an adeno- 
tome under direct vision. With the patient in a 
supine position and the neck extended, the soft 
palate is elevated with a Love retractor, placed first 
in the midline to expose the central adenoid mass, 
then obliquely to expose the lateral curtain. The 
adenoid tissue is removed by sharp dissection; 
bleeding is controlled by tampons moistened with 
epinephrine. He reports that damage to important 
structures is prevented by this method, and results 
are more satisfactory. 
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Information Please 


“Specific” Treatment of Hypertension 


Q. Which patients with high blood pressure should be given one of 
the so-called “specific” treatments? 


A. The tone of this question implies that its 
sender agrees with most authorities that there is no 
truly specific treatment for hypertension. It is sup- 
posed that the question refers to the more radical 
types of therapy—rice diet, sympathectomy, Vera- 
trum drugs, hexamethonium, etc. 

Only those patients having diastolic blood pres- 
sures persistently above 120 mm. Hg should be 
given one of these forms of treatment. These pa- 
tients represent the minority of cases of hyper- 
tension—certainly less than 10 per cent of the total. 
No good study has yet been published to show that 
patients having milder hypertension live any longer 
with “‘specific” treatment than without. Nor has it 
been shown that such treatment reduces the inci- 
dence of complications of hypertension. Moreover, 
the methods in question are all complex, intoxi- 
cating, or difficult to endure, or all three. Further- 
more, some treatments—notably Veratrum alkaloids 
and hexamethonium—have only slight hypotensive 
effects on patients having diastolic blood pressures 
under 120 mm. Hg. 


Sarcoidosis 


@. A young man has developed increasing dyspnea and failing 
vision, said to be due to sarcoidosis. Could you offer suggestions 
for treatment? 


A. A wide variety of agents and techniques have 
been used in the management of sarcoidosis. Iso- 
lated successful results have been reported following 
the use of gold, arsenicals, potassium iodide, cal- 
cium salts, chaulmoogra oil, antileprol, tuberculin, 
nitrogen mustards, radiation therapy, and calciferol. 
For the most part, however, there has been no 
striking uniformity of good results with any of these 
forms of management. 

In recent months marked subjective and objective 
improvement in patients with sarcoidosis have fol- 
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lowed the use of Cortisone or ACTH. Peripheral 
and mediastinal lymph nodes have decreased. Pul- 
monary lesions often showed regression, and asso- 
ciated cough and dyspnea decreased significantly. 
Ocular lesions showed a satisfactory response when 
scarring had not produced irreparable damage. 
Other sites of involvement also revealed satisfactory 
changes. In general, the more recent lesions showed 
a better response than older ones. There was a 
tendency for relapse to occur on withdrawal of 
therapy. However, relapse was not invariable; per- 
haps this was because some patients had natural 
remissions in the course of prolonged therapy. 


Prenatal Sex Determination 


Q. What is the “saliva test” used in pregnant women? 


A. Presumably the questioner is referring to a 
test for prediction of the sex of the unborn baby. 
This was recently reported by Rapp and Richard- 
son who did Richardson pregnancy tests on speci- 
mens of saliva. They found that around the sixth or 
seventh month the test became positive in some 
women and remained negative in others, although 
all women had positive urine tests. Later it was 
apparent that a positive saliva test almost always in- 
dicated that the fetus was a male (218 out of 225 
times), while a negative test had the opposite sig- 
nificance (148 out of 151 times). These results were 
the basis of a preliminary report in Science for 
March 7, 1952. Other information about the Rich- 
ardson pregnancy test can be found in the American 
Journal of Obstetrics and Gynecology, volume 61, 
page 1,317, 1951. 


Treatment of Pinworms 


Q. What is the most reliable treatment for pinworms? We have 
had difficulty administering “Crystoids” to small children, and have 
had no luck with gentian violet. | have seen some mention of terra- 
mycin in the literature, but | have not tried it because of the expense 
involved. 


A. Many troublesome problems may be presented 
in accomplishing the eradication of pinworms. The 
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mere administering of an appropriate drug is not 
always sufficient. Following are some of the pro- 
cedures which may be necessary: (1) determine if 
other members of the family are carriers; (2) fre- 
quent change of underwear and bed clothing; (3) 
scrupulous cleanliness of hands and finger nails 
and always wash them thoroughly before each meal; 
(4) wear tight swimming trunks at night to avoid 
autoinfection, and it may be advisable also to wear 
cotton gloves; (5) anal region should be washed 
after each bowel movement, and (6) 3 per cent am- 
moniated mercury ointment applied and same ap- 
plication made before going to bed; (7) toilet seat 
should be kept absolutely clean. 

Although gentian violet has often been considered 
the drug of choice, hexylresorcinol is regarded as 
valuable. Dose for the latter is 0.1 Gm. per year, 
up to 10 years. The drug is given early in the morn- 
ing on an empty stomach. Two hours later a mag- 
nesium sulphate purge is prescribed and no food 
permitted until three hours afterward. 

A proprietary remedy, Diphenan, is said to be 
effective. However regardless of the measures 
adopted, pinworms sometimes persist for months. 


Thrombophlebitis in Virus Diseases 


Q. Has there been any connection made between virus infections— 
for example, “flu,” infectious mononucleosis, etc.—and the incidence 
of thromboembolic phenomena? 


A. It is believed that infectious diseases in general 
predispose to the development of peripheral throm- 
bophlebitis and hence pulmonary embolism. How- 
ever these complications usually are limited to pa- 
tients who are severely ill. Under such circumstances 
it is entirely possible that secondary effects of the 
infectious disease are mainly responsible for the 
alteration in clotting property of the blood. We have 
in mind such effects as severe prostration, bedrest, 
dehydration, and anemia. In addition there may be 
other factors unrelated to the infection and inci- 
dentally present, such as obesity, congestive heart 
failure, peripheral arteriosclerosis, or pre-existing 
disease of the peripheral veins. 

There is one “‘virus” disease in which the inci- 
dence of thromboembolism is said to be unusually 
high. This is primary atypical pneumonia. In this 
disease it has been proposed that the phenomenon of 
autohemagglutination may predispose to thrombo- 
phlebitis. In favor of this thought is the fact that the 
venous disease is most common around the time 
that the cold hemagglutinin titer is highest—toward 
the end of the febrile period. 


Surgery for Acute Pancreatitis 


Q. What are the indications for surgical intervention in acute 
pancreatitis? 


A. Most cases of acute pancreatitis should be 
treated conservatively. Before the development of 
the serum amylase test, surgical exploration was 
usually carried out, with very high mortality rates 
in the different series averaging 50 per cent. The 
chief surgical indication is in those cases in which, 
because of the duration of symptoms, accurate 
diagnosis by means of the serum amylase test is 
impossible. Because of the similarity of acute pan- 
creatitis and perforated peptic ulcer, acute chole- 
cystitis, and other intra-abdominal emergencies, 
surgical exploration may be necessary. It is also 
indicated in certain cases of traumatic pancreatitis 
in which, because of failure to improve on a con- 
servative regimen of therapy, hemorrhage may be 
controlled by ligation of vessels or a torn capsule 
may be sutured with drainage. Complications 
such as abscess formation and pseudocyst, also 
require surgical drainage and marsupialization. 


After-care in Rheumatic Fever 


Q. A 23-year-old white woman has just recovered from her first 
attack of acute rheumatic fever. There were no signs of heart in- 
volvement and the sedimentation rate is normal. Is any special 
prophylactic treatment necessary in this case? 


A. Rheumatic fever in adults is somewhat dif- 
ferent than in children. Cardiac involvement is less 
common and when present, is usually less severe. 
Moreover there is less tendency to renewal of ac- 
tivity of the disease. For these reasons, long-term 
administration of penicillin or a sulfonamide is not 
routinely advised for prophylaxis against strepto- 
coccic infection. Of course the patient should be 
strongly impressed with the need for consulting her 
physician promptly if sore throat or other trouble 
develops. In this way streptococcic infection might 
be treated promptly enough to prevent another 
episode of rheumatic fever. In addition, although 
her heart seems normal, it is impossible to be sure 
that she does not have some endocardial scarring 
which might later be a site for bacterial endocarditis. 
Therefore, if the patient ever has to have a dental 
extraction or a cystoscopic examination—proce- 
dures thought to predispose to bacterial endocar- 
ditis—she should be given penicillin before and 
after— 300,000 units intramuscularly twenty minutes 
before dental extraction; 300,000 units thirty 
minutes after; 300,000 units twelve hours later. 
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Business and Economics 4 


GENERAL PRACTICE BY APPOINTMENT — 


A FIVE-YEAR APPRAISAL 


BY RICHARD C. MILLER, M.D. 


Wuen I was killing time in Germany after World 
War II and waiting to come home, thoughts kept 
running through my mind as to just how I could 
prevent the practice of medicine from making a 
slave out of me as it had for six years prior to my 
army service. I had a wife and two growing children 
who never knew their Dad except for perhaps a 
hello in the morning and occasionally, but quite 
rarely, a goodnight kiss. I decided there was more 
to life than just the practice of medicine. I would 
try to “live’’—yet still make a living in the pro- 
fession. 

Soon after I arrived back in the states, in 1946, 
my 1941 car needed some major repairs, so I 
stopped to see my former garage mechanic, expect- 
ing to get my prewar service. He immediately told 
me that I would have to have an appointment! 
Ah, that was the word! Specialists in other fields of 
medicine had appointments, why couldn’t I? I 
decided to try it. I wanted to have no evening hours 
so that I could at least know that I had a family and 
live with them! My general practitioner colleagues 
said it couldn’t be done. No night office hours? It 
was unheard of—a heresy. 


Where To Start 


Re-establishing the office itself was paramount. 
This was done without too much difficulty, as my 
old office became available again soon after I re- 
turned. I have a small set-up—one waiting room, a 
nurse’s room, one examining room, and one con- 
sultation room with connecting lavatory. 

Next I hired a recent high school graduate to 
serve as secretary, nurse, and general assistant. I 
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chose a girl who had absolutely no previous medical 
training but who was alert, pleasant, and willing to 
learn the way I wanted her to do things. I stressed 
telephone courtesy, personal appearance (without 
attempting to be a Powers’ model), tact, neatness, 
and cleanliness. I just wanted a down-to-earth 
individual who was interested in people and would 
fit into my scheme of things. We both went to work 
on the “experiment,” with no guide to follow; 
any errors or shortcomings were to be corrected as 
we progressed. The first six months were the most 


difficult. 


When To Be in the Office 


This was determined by the type of practice, 
which I anticipated would be the same as prewar. 
I do OB, minor surgery including my own “‘T. & 
A.’s” and “D. & C.’s,” and I assist on all my major 
surgical cases. Urinalyses and smears are done in 
the office. No blood counts are done, as I find it 
too time-consuming, so a local laboratory takes 
care of that. I do very little orthopedics—the 
minor cases I take care of, the more complicated 
ones I refer to two or three local orthopods. If 
they need help, I assist them. I do a fair amount of 
industrial work but do not solicit it, because of 
the heavy paper work. Our city has about a 300,000 
population with three general hospitals. I am on the 
courtesy staff of two and the associate staff in medi- 
cine at the other, where I give two or three months 
a year to the free patients. Incidentally, I deliver 
an average of 100 babies per year, all at one hospital! 
This also saves time. 
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I decided to have office hours as follows: Monday 
and Thursday, 1-5; Tuesday and Friday, 10-12 
and 1-5; and Saturday, 10-2. Wednesday is sup- 
posed to be the doctor’s “day off” so there are no 
office hours that day, nor on Sunday. As one can 
see from the above, this leaves Monday, Wednes- 
day, and Thursday mornings for house calls and 
surgical cases. Occasionally early cases (8 A.M.) 
can be done on Tuesday, Friday, and Saturday, 
when I’m due in the office by 10 a.m. Under this 
set-up I can be home at the family dining table by 
6:00 or 6:30 in the evening. 

Without further details on this, suffice it to say 
it is working out fine. The key to the whole office 
appointment system is a nurse or assistant who can 
efficiently plan the day with no lost time or motions. 


How It Works 


We keep a large appointment book and my secre- 
tary-nurse-assistant, as I call her, makes all the 
appointments. We allow roughly fifteen minutes 
per patient, except those who are getting only 
hypodermics. These we allow five or ten, depending 
on how much time she judges it will take. Mrs. 
Brown may like to talk, so we allow her a little more 
time. All new patients get fifteen minutes. If a gen- 
eral examination is indicated and the case is not 
urgent, we take the history, etc., and reschedule the 
patient at a later date for thirty minutes. Patients 
like to be told their case needs time for a diagnosis 
and proper treatment. If any laboratory work is 
indicated (and we use a minimum) they get it be- 
fore they return for their general examination. 

Emergencies—when they are really urgent—are 
sandwiched in between appointments. Of course 
when an OB is ready to deliver during office hours, 
it throws a wrench into the machinery. In that 
event, my secretary-assistant will handle the cases 
she feels she can, such as weight reductions, vac- 
cines, prenatals, and hypodermics (provided they 
are routine in character and their postponement 
would interrupt a schedule). Ordinarily, I per- 
sonally give all hypodermic medication when I am 
in the office. I do not think office personnel should 
give hypodermics routinely, and I am opposed to 
vaginal treatments by nonmedical personnel. 

The patients whom the assistant cannot handle 
are told the reason for my absence and she re- 
schedules them later. Sometimes she calls them by 
phone to cancel their appointment, always giving 
the reason. We have had very few complaints when 
using this method. 


Some readers are certain to ask: ‘What do you 
do about the patient who works during the day 
and can’t come until evening?” Well, the answer 
is this, based on a personal conviction: if a pa- 
tient is sick enough to have to see a doctor, then 
the patient should come when the doctor can see 
him! Employers these days ordinarily do not re- 
fuse time off for an employee to seek medical care, 
because it keeps his business going. Especially is 
this so when the patient can come, say at 2:30 P.M., 
be taken care of, and be back to work by 3:30 p.m. 
What the boss as well as the general public does 
not like is waiting three or four hours in a crowded 
office to see the almighty doctor! The days of wait- 
ing hours to see the doctor are gone. May they 
never return! They marked the low ebb in medical 
public relations. 

Patients who have a 3 P.M. to 11 p.m. work shift 
are seen in the morning or early afternoon. Those 
on the 11 p.m. to 7 A.M. shift are seen in the mid- 
afternoon. Those not working can usually come 
anytime, because they know there is very little, if 
any, waiting. 


Home Calls 


I make few home calls, and they must be worthy 
of the time it takes. We find out as many details 
as possible concerning the sick patient, and then 
we make the decision as to whether a home call is 
necessary. Today, many, many patients can come 
to the office for prompt care if they are asked to. 
Also, home calls are not profitable because of the 
time it takes. Think yourself how many of your 
own home calls are really necessary—not many, 
when you appraise the calls afterward. 

I give advice over the phone, even occasionally 
prescribe, but I usually know the patient, the 
family, and most of the details before I will do it. 
Some will say this is dangerous but I limit this 
service largely to simple home remedies, etc., and 
always with a caution that if they are not better 
or turn for the worse, to please call me back. Many 
of these patients can come to the office later in the 


day or possibly the next day. 


Calls After 6:00 P.M. 


From 6:30-7:30 p.m., my “family time” I call 
it, I reserve just for that, unless a dire emergency 
exists. If a bonafide urgent home call is necessary, 
I make it after dinner, perhaps after I have relaxed 
with the evening paper—which in turn relaxes my 
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coronary arteries. On unusually heavy days, a day 
call may be postponed until after 7:30 p.m., if 
at all possible. Incidentally I arise at 7 a.M., get 
to the hospital for rounds, etc., by 8 A.M., and make 
home calls or do surgical cases until I am due in the 
office that day. 


Advantages of an Appointment System 


1. Smoother working in the office. By one glance 
at the daily appointment sheet made out by my 
secretary-assistant, I know just about what I have 
to do that day, and she knows what she will do, too. 
If there is time open, I may make a home call or 
two if needed. 

2. Better type patient. I believe patients will seek 
a doctor on an appointment schedule. They are 
more willing to pay and do so more promptly. Hel- 
ter-skelter office tactics make for dissatisfaction of all 
patients in a crowded waiting room. We rarely have 
more than three waiting, even when we are behind 
schedule. We get practically no “drifters” or pa- 
tients who go shopping from doctor to doctor, seek- 
ing medical care. Besides, drifters are notably poor 
bill payers. 

3. Each office day is planned in advance except 
for really urgent cases. This is a time saver, and 
time means money in your pocket. 

4. It increases your practice. Patients talk, and 
this is your biggest practice builder. Patients like 
appointments and hardly a week goes by when some 
patient will say, “I wouldn’t go to Dr. So and So’s 
office again; I had to wait three hours and stood 
for an hour until I got a seat among a lot of sick 
kids as well as adults.” Last year we saw 5,500 pa- 
tients in my small office with just one secretary- 
assistant. She also does all the sterilizing, bookkeep- 
ing, typing, answering the telephones, as well as 
preparing hypodermics, draping patients, etc. I 
have a cleaning woman twice a week to keep the 
office spotlessly clean. 

5. It permits the doctor to spend time at home 
with his family. I have always maintained that doc- 
tors are the poorest fathers in the world. Let’s 
admit it! Our children grow up without knowing 
they have a Dad who owes his offspring father-influ- 
ence and guidance—not to mention our loyal wives, 
who suffer their loneliness too. 

6. The elimination of evening hours allows me 
to take active part in my medical society. Years ago 
I couldn’t even attend the meetings, as I was in the 
office on that night. I have served as chairman of 
our PR committee this past year and much was 
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“Each office day is planned in advance except 
for really urgent cases. This is a time saver.” 


accomplished. I can also attend the hospital staff 
meetings as well as those of the society. It keeps me 
up to date. I can also read my medical periodicals 
after the children are in bed and my wife is doing 
her relaxing at the same time. We even have an 
occasional social evening or go to the theatre. This 
was practically impossible without the appointment 
system, when I drudged in at 11 P.M. or later, almost 
every night. 

7. It’s much easier to take a day off, plan a vaca- 
tion, or go out of town to a medical meeting. For 
example, if I want to play golf, say two or three 
weeks from now, we just do not schedule anything 
for that day. If some appointments have already 
been made, my secretary-assistant will phone these 
patients and reschedule them for another day. On 
these days, one of my colleagues will cover my ur- 
gent calls. This is a must whenever I am gone. At 
all other times the medical society’s telephone an- 
swering service knows where I can be located. 

8. It makes for good public relations, prompt, 
courteous medical service, and a more orderly 
practice. Patients are quick to notice an efficient, 
smooth-working office. 

9. It increases income because little time is lost. 
Time is money to every physician. I no longer spend 
hours in the doctors’ room at the hospital “tossing 
the ox” when I could be seeing patients in my 
office. Also (and I keep reiterating this point) it 
permits time at home in the evening with a man’s 
most prized possessions, his wife and children. 
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The Disadvantages 


The disadvantages are few except that some pa- 
tients who have been sick four or five days will call 
at 2:00 in the afternoon and want to come right in 
to see the doctor. If we can take them we make every 
effort to do so. If we can’t, we simply say, “all of 
the appointments are filled for today, perhaps we 
can see you tomorrow,” or prescribe something 
temporarily until we do get to see them. Some 
patients in the beginning used to say, “Say, do 
you have to get sick by appointment?” Our answer 
to that is an explanation, in the nicest words we 
know, that had they called us two or three days 
ago, when the illness began, we are sure we would 
have had them better by now. As the patients get 
to know your system and how it benefits them, each 
time it becomes less and less of a problem. 

Another disadvantage, if you want to label it 
such, is new patients, when we are booked almost 
solid for a week in advance. In recent months we 


have accepted no new patients except obstetric 
cases. This had to be done because at present we 
are doing all that we can, and do it well. We do 
not feel it is right to have to refuse my regular pa- 
tients because a new one has the appointment time 
filled. We owe allegiance to those whom we prefer 
to call our old patients. You would be surprised 
how enthusiastic my patients are when they dis- 
cover this. Perhaps you would also be surprised to 
know that news of the appointment system in my 
office, talked over at the bridge table or over the 
back fence, has made patients almost desperate to 
get on our records, so we will take care of them. 
I mention this not as braggadocio, but as evidence 
of the system’s effectiveness. 

In my opinion the appointment system is the 
salvation of the general practitioner. By it a physi- 
cian is permitted a more full life, which is short 
as it is. Slavery to a practice and an early grave is 
not my goal in life. I want to be a good doctor, 
father, and husband, but I want to live too! 


“Sorry | took so long. They had a little trouble locating me.“ 
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Oregon Society Cleared 


Two recent developments, occurring half a con- 
tinent apart but within a few days of each other, 
indicate that a state of tranquillity is being achieved 
in relations between organized medicine and inde- 
pendently sponsored medical enterprises. Here in 
the nation’s capital, the Supreme Court cleared 
the Oregon State Medical Society and co-defend- 
ants of monopolistic practice charges. A short time 
earlier, the Beckham County (Oklahoma) Medical 
Society had agreed to accept into membership staff 
doctors of the Community Hospital-Clinic at Elk 
City. 

Although these two cases had no direct connec- 
tion, they had much in common. Main issue was the 
legality of measures adopted by organized medicine 
in opposing what it honestly regarded as question- 
able practices and procedures of consumer-operated 
hospitals and clinics. Actually the turning point 
came in 1941 when the American Medical Associa- 
tion, along with more than a score of organizational 
and individual co-defendants, was found guilty of 
“restraint of trade” and the verdict subsequently 
was upheld by the Supreme Court. Since that time, 
relations have been on the mend to such a degree 
that many experienced observers wonder why De- 
partment of Justice made the Oregon complaint at 
all, inasmuch as none of the “‘coercion” which it 
alleged occurred after 1941. 

The 7-to-1 majority vote by the Supreme Court, 
considered in conjunction with the written opinion 
delivered by Justice Jackson, demonstrated the 
weakness of the government’s case against Oregon 
State Medical Society, Oregon Physicians Service, 
eight county societies, and eight individual phy- 
sicians. Further, it undoubtedly will have the effect 
of discouraging the Department of Justice from 
instituting any new actions against other medical 
societies on similar grounds (within the past few 
years FBI agents have interrogated officials of nu- 
merous societies and scrutinized their records in 
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quest of evidence bearing on violation of the Sher- 
man Anti-Trust Act). 

*"We find not the slightest reason to doubt the 
genuineness, good faith, or permanence of the 
changed attitude and strategy of these defendant- 
appellees which took place in 1941,” said Justice 
Jackson, speaking for the majority. “It occurred 
seven years before this suit was commenced and, so 
far as we are informed, before it was predictable. 
It did not consist merely of pretensions or promises 
but was an overt and visible reversal of policy, 
carried out by extensive operations which have 
every appearance of being permanent because wise 
and advantageous for the doctors. 

"The record discloses no threat or probability of 
resumption of the abandoned warfare against pre- 
paid medical service and the contract practice it 
entails. We agree with the trial court that conduct 
discontinued in 1941 does not warrant the issuance 
of an injunction in 1949. ... Striking the events 
prior to 1941 out of the Government’s case, except 
for purposes of illustration or background informa- 
tion, little of substance is left. The case derived its 
coloration and support almost entirely from the 
abandoned practices.” 


May Extend Extra Military Pay 


American Medical Association and American 
Dental Association have rallied to efforts by De- 
partment of Defense and constituent military serv- 
ices to have Congress extend, at least until July of 
next year, the special pay received by medical and 
dental officers. Since this extra compensation, 
amounting to $100 a month, is due to expire this 
September, extension must be authorized by Con- 
gress before summer adjournment if it is to be done 
at all. Senator Lester C. Hunt (Democrat, Wyo- 
ming), who is a dentist by profession, is leading the 
fight for special pay. It is conceded that there will 
be formidable opposition on both the House and 
Senate floors, despite arguments advanced by mili- 
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tary officials that the Army, Navy, and Air Force 
career medical and dental services will be wrecked 
if special pay is permitted to lapse. 

Even if an extension is not granted, military doc- 
tors on duty—both regulars and reserves—as of 
September 1 will continue to receive the extra $100 
monthly. The cutoff would be applied only to those 
starting service after that date. However, a quirk in 
the law has raised a contention in some quarters 
that reserves will receive the special pay indefinitely, 
regardless of date of starting military duty, but 
regulars will be unable to qualify for it after Sep- 
tember 1. 


General Practice Problems Studied 


Significantly, the problems of a general prac- 
titioner were the first to be taken up by the Presi- 
dent’s Commission on Health Needs of the Nation 
when, in April, it inaugurated a series of panel dis- 
cussions. The key speaker on this initial program 
was Dr. Donald Clark, of Peterborough, N.H. A 
few weeks later President Truman named Dr. Clark 
to fill the single vacancy on the 15-member com- 
mission, whose chairman is Dr. Paul B. Magnuson, 
an orthopedic surgeon and formerly chief medical 
director of the Veterans Administration. 

Although the session on general practice was 
closed to outsiders, sufficient information has 
“leaked” to disclose that it was a no-holds-barred 
affair in which fee-splitting, performance of major 
surgery by the general practitioner, and other con- 
troversial topics were freely aired. Participants in- 
cluded Charles E. Nyberg substituting for Mac F. 
Cahal as representative of the A.A.G.P.; Dr. Evarts 
Graham, St. Louis surgeon and commission mem- 


ber; Dr. Wilburt C. Davison, dean of Duke Uni- 


versity School of Medicine; Dr. Francis Hodges, 
San Francisco general practitioner, and others. 

Oliver G. Pratt, director of Rhode Island Hos- 
pital, has been appointed chairman of a special 
‘task force” under the Health Resources Advisory 
Committee that will analyze and co-ordinate all in- 
formation dealing with efficient utilization of hos- 
pital personnel. The subcommittee is comparable 
to the one established several months ago to study 
and make recommendations on collection and proc- 
essing of blood for military and civil defense uses. 

Serving with Pratt on the subcommittee, which 
was scheduled to hold tts first meeting late in May, 
are the following: Mrs. Anna Friend, assistant to 
the director of the American Hospital Association ; 
Miss Marian Wright, assistant director of Harper 
Hospital, Detroit; Miss Mary Brackett, director of 
nursing services at Hartford (Conn.) Hospital, and 
the Rev. John J. Flanagan, S.J., executive director 
of the Catholic Hospital Association. 

Announcing the appointments, Chairman How- 
ard A. Rusk of the parent committee stated: ‘‘Pre- 
liminary studies both in civilian and military hos- 
pitals have led the Health Resources Advisory Com- 
mittee to believe that the redesign of nursing service 
units, the allocation of some tasks now being per- 
formed by professional nurses to those with less 
training, in-service training of auxiliary nursing 
personnel, the introduction of clerical and messen- 
ger services, and the more effective co-ordination of 
all hospital activities can result in lessening the 
demand for professional nurses without decreasing 
the quality of services given patients. 

“It will be the responsibility of the new subcom- 
mittee to analyze and co-ordinate for distribution 
all information that might help to accomplish this 
important objective.” 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. Oppres- 
sive taxes will eventually destroy the freedom of our democracy. Let’s do something about it! The 
Hoover Commission found, for example, that: 

Four different federal offices, each with a separate organization, make short-term loans to farmers. 
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RENTAL REAL ESTATE OFTEN A GOOD INVESTMENT 


BY JOHN Y. BEATY 


RECENT conversations with real estate men in sev- 
eral states reveal that physicians are taking an 
increasing interest in real estate investments. Many 
cases were mentioned in which doctors are receiving 
a regular gross income of from 6 to 15 per cent from 
such investments. 

An indirect way of investing in real estate is 
to buy mortgages on property. The trust officer of 
a bank in Baton Rouge, Louisiana, told me not 
long ago that he had just negotiated a sale of a 
$25,000 real estate mortgage to a local physician. 
However, the rental income from directly owned 
real estate, if the property is expertly selected and 
well managed, may be a great deal more than in- 
come from mortgages. 

Expert help in selecting and managing business 
property is available in every city. In fact, it usually 
can be obtained in smaller places, because some of 
the real estate dealers there do this sort of work on 
a fee basis for their customers. When you talk with 
a dealer about such an investment, you should get 
all the information available which will help you 
decide whether it is wise to make the purchase 
and how to provide the management which will 
insure a continuing income. 

It is not wise for a busy physician to buy a large 
apartment house or a business property with the 
expectation that he would manage it himself. The 
management of real estate requires attention to 
many important details and takes considerable time 
and patience. If, for example, an apartment house 
was the investment, there would be the work of 
dealing with tenants, securing new tenants, taking 
care of daily upkeep, periodical repairs and decora- 
tions. Handling these details may be interesting 
but more often is a tedious chore—and requires a 
great deal of time and a background of experience. 


Business Buildings Promise Good Returns 


There is more than one way to invest in the larger 
business buildings, such as large office buildings in 
cities. If you do not have enough money to buy the 
property outright, your first alternative is to apply 
for a loan from a bank or insurance company, giving 
a mortgage on the property. Insurance companies 
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probably are the best prospects for handling such 
a loan, because they make a specialty of doing this 
type of lending. However, if the loan is not too large 
a proportion of the value of the building, the local 
bank might handle it. 

Another way of benefitting from the income of 
such property is to be one of a syndicate of persons 
who make the purchase. There are people in the 
larger cities who make a business of building up 
such syndicates. Your real estate dealer would 
probably know how you could get in touch with 
one. As an illustration, a syndicate of business and 
professional men not long ago purchased an office 
building in a Midwestern city for $225,000. The 
men comprising this syndicate, however, put up 
only $25,000 in cash. They borrowed the rest from 
an insurance company. Six months after the pur- 
chase, they were able to sell this same building for 
$250,000—a capital gain of $25,000. Compared 
to the original investment, however, it was a capital 
gain of 100 per cent. 

This same group bought another building for 
$80,000. In this case, the syndicate put up $30,000 
in cash. Seven months later, this building was sold 
for $117,500. The syndicate made a capital gain 
of 125 per cent in seven months. 

Perhaps these are unusual cases but they indi- 
cate the possibility of capital gain in addition to a 
regular monthly income. The fact that such profits 
are made is a further indication that there is an 
active demand now for income real estate. 

The question in any professional man’s mind, of 
course, after reading so far is, ‘How can I find such 
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bargains?” The answer is that there are real estate 
specialists in the larger cities who keep in touch 
with all property, and they are usually the ones who 
discover such opportunities as those which have 
been mentioned. There are some of these who make 
a business of organizing syndicates. If you visit 
such a man and tell him that you are interested in 
investing a certain amount in a syndicate when the 
right opportunity appears, he might have one 
available immediately or, failing that, he will be 
in a position to let you know as soon as the oppor- 
tunity to join such a syndicate occurs. 

Some people invest $20,000, $50,000, $100,000, 
or $500,000 in such syndicates or in income- 
producing buildings. They classify as larger in- 
vestors. Small participants, however, can join a 
syndicate with amounts of $5,000, $10,000, or 
$15,000. When a syndicate is formed, it is common 
to issue a participation certificate to each one who 
invests money. These certificates indicate the share 
of ownership and on the basis of them, the income 
is divided proportionally. When the property is 
sold, the capital gain is divided in the same pro- 
portion. 


How To Provide Expert Management 


If you are more interested in making an individual 
investment, but are perplexed as to how the man- 
agement of the property could be taken care of, 
your real estate dealer can quickly give you the 
desired information. If he is not set up to provide 
this service himself, he can make the necessary 
contacts for you. There are large firms in most cities 
which specialize in managing business property. 
They take care of all details. They have a staff of 
specialists. Each specialist knows all of the details 
regarding the handling of one of the features of 
management. 

In other words, it is not the judgment of one man 
which you buy when you employ a building manage- 
ment concern, but the judgment and experience of 
a group of men. 

One man, for example, specializes in decorations. 
He knows all the tricks of handling both tenants 
and decorators to get good results at low costs. 
Another man specializes in finding tenants. It is 
his task to keep all buildings 100 per cent occupied. 
He spends his days in keeping in touch with tenants 
of all classes and usually knows quickly when a 
tenant in another building is looking for new space. 
Also, his judgment is based upon experience in 


placing each tenant in the right type of building, 
and in arranging for tenants for any one building 
who will be happy in the atmosphere of the other 
tenants. 

It is quite common for many doctors to have space 
in the same building in a city. Another building 
may have many dentists. Another one may be 
entirely for some other type of business. It isn’t 
that the building management admits only tenants 
representing one type of business, but businessmen 
know there are advantages in being located near 
others in the same line. 

Another specialist in the building management 
office knows all about leases. While it is true that a 
similar type of lease is usually used for every tenant 
in one building, there are reasons in different states 
for using a different type of lease depending on the 
circumstances. This specialist knows all of the law 
and the other intricacies concerning real estate 
leases. 


An Outright Purchase Made 7 Per Cent 


A doctor in New York State had $100,000 in- 
vested in securities with an average yield of 3% 
per cent. After talking with a real estate man and 
a building manager, he discovered that he could 
sell these securities and put the money into a 
business building which would yield him 7 per cent. 

It may surprise some to learn that many manu- 
facturing plants are not owned by the manufac- 
turers who occupy them. Hotel buildings are fre- 
quently owned by someone other than the man- 
agement. Theater buildings are popular investments 
—or have been. However, this is a line which 
should be studied carefully before investing. In 
some cities, there are a number of theaters going 
out of business, thus stressing the need for careful 
consideration. One suggestion here would be a long 
time lease made to a chain of theater operators 
whose lease would probably not be broken before 
it matured. 

Buildings rented to chain store operators are 
commonly good investments. Very often, the opera- 
tor will sign a lease for ten or fifteen years and will 
take care of the taxes and all of the details of keeping 
that building up to standard. Other times, the 
lease may be based upon 3 per cent of total sales 
as a rental agreement. 

Real estate is likely to provide liberal income but, 
like all investments, it must be carefully selected 
and continually watched. 
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PATIENTS AND PATIENCE 


BY DAVID MARKSTEIN 


How do you handle the angry patient, or his angry 
relative? When such an individual walks in, slams 
his hand down on the desk, and gives voice to a 
grievance—whether real or fancied—what is your 
procedure in dealing with the situation? Do you 
know how to send him away convinced that you are 
an understanding doctor? Or does he depart in a 
huff? 

How you handle those irate patients determines 
to a large extent your contributions to the profes- 
sion’s public relations. It can also have a very real 
effect on the future of your own practice. 

One physician, when asked his views on the sub- 
ject, replied, ‘Whenever I am tempted to shout 
back, or to answer insults with insults—or do any- 
thing except make the patient happy—I remember 
that it is better to lose an argument than to lose an 
argument and professional prestige as well. It is 
true that, more often than not, the doctor is right 
and the patient is wrong in such situations. How- 
ever, I try to keep in mind that I would rather be a 
successful doctor than be a person who always wins 
arguments.” 

If you have difficulty maintaining this philosophi- 
cal and level-headed point of view, here are six 
tested rules for appeasing a patient with fire in his 
eye. 

Convince the patient that you do not want to argue. 
If your aim is to reach a settlement that will be 
agreeable to both you and the patient, then you 
should make it immediately apparent that you want 
to do the right thing. Taking an attitude of bel- 
ligerency breeds an even more belligerent attitude 
in the patient. The first step is to convince the pa- 
tient that you do not want to argue; that instead, 
you want to help him by removing the source of 
his annoyance. To do this, you have to look and act, 
with every indication of tolerance and reason- 
ableness. 

Listen until the other fellow is finished. Before he 
is willing to hear your side of the matter, the pa- 
tient wants to present his point of view. It is a good 
practice to let him lift the angry weight off his 
chest first. In fact, encourage the angry patient to 
talk until you are sure that he has run completely 
out of complaints and demands. Frequently the 
mere process of relating them will make them seem 
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less important to him. Remember, too, that unless 
he is sure that you have a good grasp of his side of 
the matter, he is not willing to listen to what you 
have to say. Often you can foretell the whole story 
from his first two sentences. Many times it is some- 
thing that has come up before, and for which you 
have worked out a ready answer. But you will find 
it wise to let him talk himself out before saying 
more than what is necessary to bring out his whole 
story. 

Look at the question from his point of view too. 
Even though you may be in the right in most dis- 
putes with patients, (for the patient is usually in 
the wrong at least 90 per cent of the time) that 
is no excuse for handling him as if he were entirely 
wrong. The basis for this system of calming irate 
patients is to remember that there is always some 
right on the other side. Keeping in mind that the 
patient is at least partly right, and that he might 
well be 100 per cent right, allows you to seek his 
point of view. In looking for it—as he spills out his 
woes—you can usually see the whole thing from 
his point of view. That is an important step in reach- 
ing an agreement (whatever the matter may be) 
that will benefit both of you. 

Try the “yes ... BUT” trick: A flat “no” or a 
bald contradiction of the angry person’s statements 
has one result, nine times out of ten: it increases 
his ire. Failing that, it at least solidifies his ideas, 
because—by making him come to their defense— 
it convinces him further of their merit. The “yes. . . 
BUT” technique is simple. You agree with what 
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the patient says by telling him, ‘‘l can see what you 
mean ... BUT” or “tyes, what you say is true ... 
BUT.” Then you are in a position to make the irate 
patient see your side without prejudice. The “yes 
... BUT” method cannot be beaten as a way to 
turn the patient’s wrath and smoothly tell your own 
story while appearing to sympathize with him. 
Look for a point of agreement, then begin to work 
out a settlement from there: You will find that there 
is always some point on which a complaining pa- 
tient and you can agree 100 per cent. That is the 
first point to stress. It is important to make him see 
something of your side. The best way to do this is 
to work from some question on which you both 
agree. Usually, complaints and disagreements are 


settled by finding a middle path, a course that both 
doctor and patient are willing to take. You will 
discover that beginning with the points, or even 
the one point, on which you agree, makes it easy 
for both of you to find that important middle path. 

Settle the matter on the spot: A dispute that is 
allowed to wait and fester usually results in such ill- 
feeling on the part of the patient that, with or 
without a satisfactory settlement, he is through 
with you. Whenever possible, try to bring the 
argument to some definite conclusion that is rea- 
sonably satisfactory to both parties. If the points 
under discussion involve something like the check- 
ing of records, try to set a definite time for com- 
pleting the matter. 


“I have good news for you. This is the last year you 
will have to worry about the high cost of living.“ 
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EXPLANATIONS IN ADVANCE ARE BETTER 


BY ARTHUR H. LABAREE 


“*LisTEN, if I hire a plumber to do a job in my house, 
and he gets stuck and needs a better plumber to 
help him out, am I supposed to pay him? No. And 
so I won’t pay this consultant, either. My family 
doctor got stuck and needed help. Let him pay the 


consultant, if anybody does.” 

That was the answer given when a collection 
agency attempted to collect a bill for a consultation 
called by the general practitioner to help cure a 
very sick man. 

Here’s another: “My family doctor needed a 
surgeon to operate on my wife. That’s all right. I 
paid him. But my doctor didn’t tell me he was going 
to bill me for acting as assistant at the operation. 
Well, maybe that’s all right, too. But, when they 
ring in an anesthetist, on top of that, it’s too 
much. Nobody told me about the need for an 
assistant or an outside anesthetist.” 

The foregoing are two examples of the misunder- 
standings that arise all too frequently because the 
family doctor fails to make it clear to his patient, or 
the patient’s family, that he intends to call in 
another physician, or more than one, in the event of 
surgery. The result, possibly, is hard feelings be- 
tween physicians, and certainly ill-feeling with the 
family doctor on the part of the patient, his family, 
and, possibly, his relatives and friends. 

The writer operates a collection agency that 
specializes in the liquidation of delinquent accounts 
for physicians and hospitals. If misunderstandings 
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over consultations occurred only occasionally, he 
would believe the delinquent patient was merely 
seeking an excuse for not paying his bills—but it 
happens all the time! This inevitably leads to the 
belief that the general practitioner is far from 
explicit. 

It is almost a daily occurrence, in trying to collect 
for a consultant, that the debtor exclaims: “Never 
heard of him.” It happens too often to be a dodge, 
so you urge the man who owes the bill to check 
with his family physician. 

**He will tell you that he had to call in a con- 
sultant and he’ll explain why. He probably did at 
the time, but you’ve forgotten.” 

“Oh, no I haven’t. Besides, my family doesn’t 
call him any more—not after the rooking I got when 
my wife finally had to have an operation. Our family 
doctor said that outside of the hospital bill, the 
operation would cost about $250. Well, that’s what 
the surgeon charged, and that was all right. But I 
thought it included everything. So what happened ? 
I got a bill for x-rays, a bill for a lot of laboratory 
work before my wife went to the hospital, a bill for 
an assistant, another for an anesthesiologist, and 
then my doctor charged me for setting all those 
other guys on my neck. I wouldn’t call him again 
for my sick cat. Too bad, too, for he’s a good 
doctor.” 

There you have it! Explanations post-facto are 
seldom convincing. Sufficient explanation ahead of 
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time would have avoided all the misunderstanding, 
the bad feeling, and the loss of a family to the gen- 
eral practitioner—perhaps the loss of other families 
who are relatives or friends of the “aggrieved” one. 
Arguing that the debtor’s wife needed all these 
special services is often unavailing. Many men still 
have the feeling, which they don’t hesitate to ex- 
press, that the family physician “got a rake-off” from 
the others he called in. 

From a strictly legal viewpoint, at least in New 
York state, all the physicians involved can collect 
by suit, provided the debtor is not judgment-proof; 
for he is responsible for his wife’s necessary bills 
and she accepted the services of the physicians in 
question. But when that is explained to the irate 
husband, it does nothing to soothe his feelings or 
restore his friendship with his former family doctor. 

**She was a sick woman,” he exclaims. ““What was 
she supposed to do, tell these doctors she didn’t 
want em? How did she know who they were or 
what they were there for?” 

So it may not be sufficient to try to explain to a 
bedridden hospital patient what her family phy- 
sician believes she needs in the way of consultation. 
Once out of the hospital, too many patients forget, 
or pretend to, what their doctor told them while 
they were sick. It is far better, if there is time, to 
discuss the matter fully and explicitly with the pa- 
tient’s family, especially the husband or wife, as 
the case may be. There are few cases so urgent 
that there is no time for this. If it should happen, 
it is better to explain to the family right after the 
operation, before they have time to “cool off,” what 
had to be done and what assistance was called in. 
The husband or wife, father or mother, is still 
anxious enough then to say: 

"Yes, I know you did what was best. Have the 
doctors you called send me their bills and I'll pay 
them.” 

It might not be too much to urge that the family 
doctor, at that time, write down the names of the 
participating surgeon, assistant, anesthetist, etc., 
and give this memorandum to the family. Later, if 


they have to be dunned for a bill, they can’t say: 
“I never heard of him.” 


The Foresighted Practitioner 


Experience has convinced the writer that, when 
one family after another, say of their family doctor: 
**He didn’t tell me,” they are telling the truth. They 
can’t all be lying or stalling with the identical ex- 
cuse. The foresighted practitioner will explain his 
need for surgical or other aid in such a way as to 
make the patient, or the family, believe they are 
requesting such aid themselves. Prior to an opera- 
tion, he may say: “Now, of course, the surgeon will 
need an assistant. I know you want that. But don’t 
you think it will be better to let the surgeon bring 
in an outside anesthetist, rather than depend on 
the man who works for the hospital? I know you 
want your wife (or husband, or child) to have the 
very best care obtainable. He might need a special- 
ist to administer a blood transfusion. Of course, one 
of the interns can do it, but if you want a doctor 
who does nothing else, and is an expert in his field, 
just tell me so and I’ll arrange for it. We could wait, 
of course, until she gets to the hospital to have 
x-rays taken and an electrocardiogram made. That 
wouldn’t cost anything extra, being covered by 
your hospital insurance plan. But I know the sur- 
geon you have selected (don’t neglect the ‘you have 
selected’) prefers these important aids done on the 
outside. It may cost a little more. You must decide if 
it’s worth it.” 

With a proper understanding in advance, every- 
thing runs smoothly and the patient is grateful, 
instead of resentful. 

“Why, our family doctor was wonderful. He ex- 
plained everything to us and let us decide just what 
was best to be done. We don’t know what we’d 
have done without him.” 

Isn’t that far, far better than the feeling engen- 
dered by no advance explanation—the feeling ex- 
pressed by the man who said: “I wouldn’t call him 
in again for my sick cat?” 


THE TRUTH IS WHOLE 


A WIDE RANGE of interests is an advantage, since valuable clues may be drawn from unexpected 
fields. High specialism may lead to sterility—Reader’s Digest. 
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PIPES AND WOODEN INDIANS 


BY R. C. HENDERSON 


As Far back as he can remember, Thayne Robertson 
has whittled and carved wood. 

As a youngster he made birds and animals, just 
for the fun of it, out of any good piece of wood that 
came his way. At the age of twelve he sold his first 
tobacco pipe, copied from an ancient meerschaum. 
After that he more or less specialized in pipes, mak- 
ing them in his spare time when he grew up and got 
to be a newspaper reporter and could smoke his 
own products. He likes the feel of wood and a sharp 
tool in his hands. 

Now Thayne owns and operates “The House of 
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Robertson,” his unique shop in Boise, Idaho, his 
home town. Here he turns out thousands of hand- 
carved tobacco pipes in original designs. As a side 
line he makes wooden Indians, a modern version of 
the old cigar-store sign. His shop is doubtless the 
only wooden-Indian factory in the world. 

His “‘Smoker’s Bible”’ is a handsome catalogue of 
his latest pipes and a collector’s item. Many of the 
pipes are wacky models, with snakes, skulls, or voo- 
doo girls on their polished bowls. They are designed 
with great ingenuity. For the bowls he uses only the 
best imported briar. 


_* 
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Thayne Robertson putting the finishing touches 
on his newest Indian statue of Sacajawea, the 
young squaw who guided Lewis and Clark. 


One of the newest models is “The Commando,” 
the pipe-smoker’s secret weapon, with a concealed 
dagger by which the owner may defend himself. 
Pipe prices range from $1.49 for a special bargain- 
priced plain briar to $1,000 for a model made as an 
order for a California millionaire who wanted a de- 
sign that would celebrate the gold rush. 

Thayne enjoys the work so thoroughly that he 
will sometimes spend more than a day on a $3.50 
order, to make it as fine as possible. His handsome 
original representing an ox-team and a covered 
wagon is valued at $10,000. 

The catalog shows plenty of moderate-priced 
items also, such as the newest fool-proof stoker, 
which weighs less than two ounces and with its spe- 
cial storage device can be smoked for two hours 
without refilling. It sells in a rough finish for $5 and 
in virgin smooth rare grain for $25. 

Among novel designs for bowls are horses, dogs, 
wolves, bulls, bears, and coiled moccasins. Typical 
characters such as sailors, mermaids, cowboys, In- 
dians, and saints are deftly individual, each present- 
ing a clever likeness and each adapted to the special 
requirements of a good pipe. The House of Robert- 


son will design, copy, improve on, or style a pipe 
from anything you choose. You can, for instance, 
have a miniature of your own hot-rod or your own 
dog. 

A series of designs for colleges and universities 
around the world include representations of De- 
Pauw University’s tiger, with pert tail and grin, the 
Washington cougar, the Idaho vandal, the Stanford 
Indian, and other similar emblems which pipe- 
smokers among students will appreciate. “Bedside 
Allah” is a relaxing water-pipe with five or six feet 
of hose, which guarantees no messy water or burned 
beds. 

The Queen of Sheba is brazenly seductive, as you 
would imagine, in striking contrast to a demurely- 
cowled “‘Kasba Lady.” A creepy number is the old 
horror skull, with a snake crawling out of eyes, nose, 
ears, and throat. Doctors like this one. There’s a 
buckaroo pipe, the original of which sold for $300, 
now available in inexpensive copies. 

A unique mechanical type has a rattlesnake head 
which spins around at each puff, seeming to strike 
while you smoke, thus furnishing a thrill for smokers 
who enjoy that kind of thrill. A horse pistol, a six- 
shooter, and other weapons are popular. A cute 
little gimmick called a ‘‘Niddle Kink” presents a bit 
of modern art for the customer who must have some- 
thing so different as to be unnameable. Of this 
model Thayne observes, “We might say that the 
protruding crown fins give a cooler smoke, but we 
won’t, cause they don’t.” 

With all this amazing variety in stock, Thayne is 
constantly thinking up new ones, as well as whittling 
them out to order. 

His Annie G. Revolver has two bowls, one in 
front of the other. You fill both bowls and light the 
back one; when you have smoked it down you mere- 
ly swing the bowl around, thus bringing up the sec- 
ond bow! in line with the drawing hole. This means 
twice as long a smoke without a refill, and you can 
put different tobaccos in each bowl if you like. It’s 
called a revolver because it revolves. 

The House of Robertson thus gives you a new ex- 
perience in smoking, through the imaginative qual- 
ity of its pipes. It handles fine tobacco flavoring in 
ten kinds. ‘‘Wot perfumy!”’ says Thayne, with he- 
man scorn. 

Thayne’s Indians, like his pipes, are definitely in- 
dividual. Some represent historic old characters, 
such as Chief Joseph and Sitting Bull. Some are 
modern reservation types. 

His first wooden Indian was Sacajawea, the 
buxom young squaw who guided Lewis and Clark, 
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the explorers, on their historic trip through the 
Northwest. From the crown of her raven hair to the 
soles of her white moccasins, Sacajawea measures 
five feet and seven inches, and she stands on a 
wooden pedestal at least two feet high. She wears 
traditional Indian dress, with white leggings, a 
beaded head-band and a feather in her hair. She 
looks very Indian and very little like the wooden 
chiefs of cigar-store fame. 

On her back, in a snug cradle arrangement, rides 
her young papoose. Her modern sun-tan complexion 
is in striking contrast to the traditional “black boys,” 
as the early English models were called, which were 
the first to appear in America. Most of the English 
carvers had never seen an Indian and made theirs as 
black as Negroes. 

The first wooden Indian to land on our shores 
came over from London around 1770, and up to 
about fifty years ago, similar hatchet-faced, dusky- 
skinned tribesmen were used as tobacco signs all 
over the United States. Now only about 300 are 
thought to have survived, and most of these are in 
museums and private collections. 

What became of the old cigar-store chieftains? 
Side-walk whittlers probably accounted for a good 
many, Thayne points out. Fires such as have swept 
Chicago and San Francisco destroyed their quota. 

Thayne’s Indians are sold to clubs, cigar-stores, 
sporting-goods shops, museums, and individuals, 
for $100 to $2,500 according to the amount of carv- 
ing required. Thayne is choosey about the kind of 
wood that goes into his figures. White or yellow 
pine trunks that have been left standing, dead but 
unrotted for about 25 years, are the best material. 

With an axe he hacks out the general outline and 
refines it with smaller and smaller tools as the work 
proceeds. Foundation cutting with the axe is im- 
portant, as the wrong licks may spoil the form and 
character of the whole figure. It takes up to 1,000 
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hours to turn out one of the more elaborate speci- 
mens. 

To preserve the Indians he has revived a trick of 
the ancient wood carvers. He bores a hole down 
through the top of the head and deep into the trunk, 
then fills the cavity with linseed oil. When polished, 
treated, and finished with three coats of paint, the 
statues are good for centuries of ordinary wear and 
tear. 

Thayne has known and studied Indians all his 
life, but he puts in a lot of research on such matters 
as measurements, clothing, modeling, and other fac- 
tual details. He also visits nearby reservations to 
study living models. 

As for competition, he says, “So far as I know 
I’m the only one hacking the Indians out.” And the 
pipe-carving business is so lively that he doesn’t 
“even get home nights here lately.” A friend who 
learned the trade from Swiss carvers helps out when 
the work piles up, and two assistants are on the job 
regularly. 

Thayne has never had an art lesson in his life. 
**Maybe could use some,” he observes, “but have 
been too busy keeping up with orders to spend the 
time.” 

Madam Suzanne Silvercruys, the noted artist who 
has sculped former President Hoover, General 
Wainwright, and other celebrities, has visited the 
shop and approved Thayne’s carving. A New Jersey 
millionaire, A. H. Gregg, who is president of the 
Cigar Institute of America, has ordered an old-time 
wooden Indian as a monument for his estate. 

"The wooden Indian is definitely coming back as 
an ornament for cigar stores,”” Thayne insists. ‘We 
have more orders than we can possibly fill right now. 
It takes about four months to produce an acceptable 
Indian.” 

Robertson products, both Indians and pipes, 
have sold to all 48 states and most foreign countries. 
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Publication of 


Behrman’s 


THE SCALP IN HEALTH 


AND DISEASE 


The long-neglected field of scalp and hair disorders is covered 
with a fresh and original approach—not only for the Dermatolo- 
gist, but for every man in medicine who is mystified by scalp 


and hair problems. 


In no other book will you find such up-to-date discussions on 
the anatomy, chemistry and physiology of the hair—its endo- 
crinology, anthropology and embryology,—diagnosis and treat- 
ment of its diseases—and the use and abuse of measures to alter 


its appearances. 


The fallacious idea prevalent among laymen as 
well as some members of the medical profession 
that diseases of the scalp are of minor importance 
served as the stout springboard for publication of 
Behrman’s book. 

For often scalp diseases are the early symp- 
toms of skin disease elsewhere—and of deep, 
systemic, or psychoneurotic disorders. 

To make the work valuable to the Dermatologist 
and the non-Dermatologist alike, Behrman ap- 
proaches the problems of the hair and the scalp 
from a fundamental anatomic and physiologic 
viewpoint. He begins with a study of every known 
function and activity of the component structure 
of the normal hair apparatus. 


After that, he covers all the known disorders and 
diseases of the scalp—including anomalies, alo- 
pecias, and infections—scalp involvement due to 
systemic disease, scalp involvement due to other 
skin diseases, malformations, new growths, and 
neurodermatoses. Diagnosis and Treatment are 
covered in each instance. 


He includes discussions of the most recent ad- 
vances concerning the endocrines and hair growth, 
scalp nutrition, and the daily hygiene of the hair 
and the scalp. He even reviews types of hair prep- 
arations in common use, such as shampoos, dyes, 
bleaches, hair and wave lotions, and their effects 
on the hair and the scalp. 


Use Order Form below to send for your copy today. 


By HOWARD T. BEHRMAN, A.B., M.D., Assistant Clinical Professor of Derma- 
tology, New York University Post-Graduate Medical School; Adjunct Dermatologist, 
Mount Sinai Hospital; Attending Dermatologist, Hillside Psychiatric Institute; Formerly 
Associate Dermatologist, Bellevue Hospital, and Assistant Attending Dermatologist, Univer- 
sity Hospital; Fellow in Dermatology, New York Academy of Medicine; Society of Cosmetic 
Chemists; Society for Investigative Dermatology; Fellow, American Academy of Dermatology; 


Diplomate American Board of Dermatology. 


566 pages ¢ 312 illustrations « Price, $12.75 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri 
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Behrman’s THE SCALP IN HEALTH AND DISEASE—$12.75 
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Che Practitioner’s Bookshelf 


Biological Antioxidants. Edited by Cosmo G. Mackenzie. Pp. 
229. Price, $3.75. Josiah Macy, Jr., Foundation, New 
York, 1951. 

This work represents the integration of several 
branches of modern science in a conference program. 
In these recorded transactions of the fifth conference 
discussing biologic antioxidants, a sincere attempt is 
made to fuse physical, biologic, and psychologic sci- 
ences in a discussion panel. 

Leading authorities in research and application of 
radiation effects present their views in an informal man- 
ner. The reader is afforded an opportunity to participate 
in this roundtable discussion of the important factors 
behind the scenes in carcinogenesis and other metabolic 
reactions. Each author relates the findings of his labora- 
tory investigations and gives freely of his wide expe- 
riences. 

This book will serve as a reference for the clinician 
because it brings together the collaborated ideas of in- 
vestigators working in different departments and at dif- 
ferent universities. The practicing clinician who buys 
this book will be interested in technical scientific re- 
search and since few men in general practice do that 
type of work it will not be widely read by men in gen- 
eral practice. —M. L. Newkirk, M.D. 


Adrenal Cortex. Edited by Elaine P. Ralli. Pp. 209. Price, 
$3.00. Josiah Macy, Jr., Foundation, New York, 1951. 


The conference reported in this volume is developed 
on five authoritative major contributions: 

(1) The Present Status of the Chemistry of ACTH, 
by C. H. Li; (2) Regulation of Pituitary Adrenocortico- 
tropic Activity, by G. Sayers; (3) The Relation of the 
Adrenal Cortical Hormones to the Hypersensitive 
State, by T. F. Dougherty; (4) Hyaluronidase and the 
Adrenal Cortical Hormones, by J. Opsahl; (5) Further 
Clinical Studies with ACTH and Adrenal Cortical Hor- 
mones, by G. W. Thorn. 

Each of the presentations contains a wealth of mate- 
rial of current interest to the well-informed general 
practitioner as well as the endocrinologist and research 
worker. The real merit of the volume is in the excellent 
discussion by the group of experts constituting the con- 
ference which follows each paper. These questions and 
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their informal but informative answers are not only 
thought-provoking, but bring to light many points con- 
cerning adrenal cortical physiology which one would 
not find in print in any other single source. In addition 
to the basic, clearly presented facts concerning chemis- 
try and physiology, there is much pertinent data of 
clinical significance. This is a presentation of current 
thought on an important subject in which basic informa- 
tion is presented in an interesting and readable fashion. 
Following each paper and discussion there is a perti- 
nent bibliography with complete titles for each article. 
The volume has been well edited and well printed. 
—A. E. Raxorr, M.D. 


Management of the Newborn. By Arthur Hawley Parmalee, 
M.D. Pp. 358. Price, $7.00. The Year Book Publishers, 
Chicago, 1952. 


There is, to my knowledge, no other book with quite 
the same objective and scope as this new volume by 
Dr. Parmalee. The reader will lay the book aside with 
a complimentary, “why didn’t someone think of that 
before.”’ The introductory section of the book covers 
briefly the development of the fetus from an anatomic 
and a physiologic standpoint. 

Any physician who is called upon to attend newborn 
babies will be delighted to see much of what he already 
knows, plus much of what he has forgotten and many 
things he never knew, skillfully presented in the chap- 
ter entitled “Characteristics of the Newborn.” Special 
consideration of the premature and normal care and 
management of the newborn follow. 

The remainder of the book deals with disturbances 
deriving from one of four factors, namely: 1) those due 
directly to the birth processes; 2) those due to abnor- 
mal variations in physiologic processes; 3) those due to 
prenatal factors, and 4) those due to infections and 
other postnatal hazards. 

The discussion of intracranial birth injuries is the 
most understandable, interesting, and practical of any 
I have ever read. 

The weakest section of the book is that dealing with 
asphyxia neonatorum. The reader who is often con- 
fronted with an asphyxiated newborn infant is left with 
a hunger for some more practical information. The gen- 
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eral practitioner is often faced, unaided, with the sole 
responsibility of quickly instituting measures to save a 
life, in such instances. Surely, any doctor, who at times 
must depend upon himself alone in attending a new- 
born, should not hesitate to aspirate the trachea with a 
soft rubber catheter, if he feels it necessary. True, there 
are certain dangers even to this procedure, but one can- 
not temporize with asphyxiation. 

This book is definitely to be recommended for the 
general practitioner if he does any pediatrics or ob- 
stetrics. —Keiru Hammonp, M.D. 


Clinical Unipolar Electrocardiography. By Bernard S. Lipman, 
M.D. and Edward Massie, M.D. Pp. 232. Price, $5.00. 
The Year Book Publishers, Chicago, 1951. 


This is a useful book, filled as it is with good illustra- 
tions and a good discussion of the problems involved. 
It can be very helpful to those many men today who 
want to know more about the new electrocardiograms 
taken with unipolar leads. Many a physician will want to 
have this little book within easy reach of his desk at the 
office —W. C. Atvarez, M.D. 


Hospital Staff Appointments of Physicians in New York City. Pp. 
145. Price, $3.25. The Macmillan Company, New York, 
1952. 


In this small volume the Hospital Council of Greater 
New York, in a study of hospital staff appointments in 
New York City, drew the following conclusions: 

The public is less well served if the practicing physi- 
cian is denied a hospital connection. ‘Membership on 
the regular staff of a well-organized and well-equipped 
hospital is essential for a physician’s continuing educa- 
tion.” 

“Every physician engaged in active practice should 
be able to serve his private patients in the hospital 
as well as in his office or the patient’s home. The 
scope of such private patients’ privileges in the hospi- 
tal should depend upon the physician’s qualifications.” 

This monograph draws the distinction between the 
closed staff system and the open staff system. The open 
staff hospital is one in which any licensed physician is 
free to care for his private patients, but the monograph 
states that “enlargement of opportunities for staff ap- 
pointments under the open staff would not be a con- 
structive way to solve a difficult and delicate problem. 
The hospital council disapproves it.” 

Unfortunately, the council did not give any reasons 
for its disapproval as in the above statement. They may 
or may not be good, but, if the reasons are good, per- 
haps a discussion with other members of the medical 
profession who are not on the council might aid in ar- 
riving at a worth-while solution. It seems apparent to 
many members of the medical profession that the open 
staff is not only worthwhile but actually the most de- 
sirable method of solving the problem. 

Under the question of multiple appointment, the hos- 
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pital council notes that many physicians have multiple 
staff appointments and accept as many as they are able 
to get. However, the council recognizes that a doctor 
cannot adequately take an active part in the activities of 
several hospitals, and a study of these multiple appoint- 
ments may result in doctors dropping some, thereby 
opening appointments to others. It recommends that all 
hospitals appoint general practitioners to their staffs 
under the jurisdiction of the various chiefs of service 
and give them a rotating type of service to avail them- 
selves of different departments and different educational 
advantages afforded by the institution. It also recom- 
mends that general hospitals establish professional units 
so that the activities of general practitioners may be 
guided and that programs be laid out for the practi- 
tioners in the various clinical departments. 

It recommends that general practitioners without ap- 
pointments be integrated into the hospital staffs, and 
emphasis should be placed on the provision of staff op- 
portunities for recent medical graduates. 

One wonders why emphasis should be placed upon 
recent medical graduates when it is more likely that the 
older men who have been without staff appointments 
over a period of years would be in more need of these 
appointments and could certainly benefit a larger num- 
ber of patients if they were appointed. 

It recommends that hospitals exclusively for the use 
of Negro physicians should not be used, and that Negro 
physicians should have staff appointments in all depart- 
ments available for them. It recommends a periodic re- 
view of staff physicians and that opportunities be pro- 
vided for physicians without hospital appointments. 

Since this little pamphlet is the first step forward, 
the Health Council of Greater New York should be 
complimented upon its publication. While one may not 
be in complete accord with the recommendations, at 
least it offers food for thought and sets a plan whereby 
other plans for improvement may be noted. 

—Epwin Matin, M.D. 


Blood Clotting and Allied Problems. Transactions of the Fourth 
Conference, 1951. Edited by Joseph E. Flynn. Pp. 272. 
Price, $4.00. Josiah Macy, Jr., Foundation, New York, 
1951. 


As the title indicates, this small book represents the 
transactions of the Fourth Conference on Blood Clotting 
and Allied Problems, which was held in New York on 
January 22 and 23, 1951. The authoritative presenta- 
tions and the frank discussions by an outstanding group 
of invest:gators in hematology bring out the important 
questions and answers which the physician cannot eas- 
ily find in any one textbook. 

The genetic studies on hemophilic dogs will be found 
most fascinating because of its inheritance and clinical 
manifestations and the nature of the clotting defect. 
The dog hemophilia is identical to the human. 

The field of hemodynamics reaches into every phase 
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of medical practice and the easiest way of breaking the 
confusing barriers set up by hematologic nomenclature 
is for one to read this book. The detailed explanations 
made by the discussants bring into the open many of 
the clinical and physiologic features of “blood sludge,” 
hemophilia, blood platelets, antithrombin, fibrinogen, 
fibrin, and related topics. 

Many photographs, plates, and tables help to simplify 
many of the theoretical points. The references to the 
papers mentioned in the discussions are given at the end 
of each section. 

The section on ‘“‘Methods for Direct Investigation of 
Factors Leading to Thrombosis and Blood Sludging” 
by Dr. Knisely will be found very interesting to clini- 
cians interested in vascular diseases. 

Although this book is quite readable, an index would 
have added to the rapid availability of specific informa- 
tion. —Ge0rceE J. Bornes, M.D. 


Leprosy. Pp. 142. Vol. 54, Art. 1. New York Academy of 
Sciences, 1951. 


This is an excellent review of present-day knowledge 
of a rare disease. The average physician should know 
that it is not so contagious as most people think, and 
there really is no logic in locking up the patients as 
we do. Especially when the disease is nervous in type 
and not tubercular, there is almost no danger of con- 
tagion, and as Dr. Kluth says, one can live with a leper 
for years without getting the disease. 

The hysteria about leprosy is a relic of Bible days, not 
justifiable today and not based on scientific knowledge. 

—W. C. Atvarez, M.D. 


The Prevention of Rheumatic Fever. By Lowell A. Rantz, M.D. 
Pp. 58. Price $2.25. Charles C Thomas, Springfield, 
Illinois, 1952. 


The first half of this book deals with the etiology, 
pathogenesis, and epidemiology of the hemolytic strep- 
tococci causing rheumatic fever. The last half is devoted 
to the prevention of infection, prevention of transmis- 
sion, and treatment of the disease. It is well written, easi- 
ly read, and cites eighty-three references. 

The author has evidently spent a great deal of his 
time studying and working with the disease, and hopes 
that this material will be helpful in decreasing the inci- 
dence and complications of rheumatic fever. 

—C ype W. Muter, M.D. 


Health Instruction Yearbook 1951. By Oliver E. Byrd, M.D. Pp. 
236. Price, $3.50. Stanford University Press, Stanford, 
California, 1952. 


This yearbook gives a good coverage of the public 
health field and can serve as an excellent reference for 
many men in general practice. Dr. Byrd has reviewed 
some two hundred articles that have appeared in the 
literature in the past year. These articles are summarized 
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clinically proved 


a new contraceptive gel 
used without a diaphragm 


CLINICAL STUDY - 634 patients + Minnesota 


“A study was undertaken of 634 women who used 
a new type contraceptive gel-alone having im- 
proved spermicidal characteristics. Careful follow- 
up was made of the entire series. In all, 14 failures 
occurred in 4046 woman-months exposure, giving 
a pregnancy rate of 4. This figure is substantially 
less than pregnancy rates reported from other 
series using jelly-alone, suppositories, and dia- 
phragm-jelly combinations.’'t 


CONCLUSIONS 


“There were 5 pregnancies in the series of women 
using PRECEPTIN [vaginal gel] six months or more, 
an effectiveness of 97.9 per cent."'t 


CLINICAL SURVEY - 3270 patients - United States 


Analysis of clinical histories of 3270 patients in 51 
urban and rural areas who used PRECEPTIN vagi- 
nal gel under the direction of their physicians 
showed only 25 pregnancies — 99.2 per cent re- 
ceived complete protection. Incidence of irritation 
was only 0.6 per cent. 


It is clear that PRECEPTIN vaginal gel’s combination 
of simplicity and dependability makes possible 
extremely high contraceptive effectiveness. 


PRECEPTIN vaginal gel—a major advance in 
conception control developed by Ortho Research 
Laboratories. 


tStromme, W. B., and Rothnem, M. S.: Clinical Experience with a = 
Gel-Alone Method of C World Populati bi 
Birth Control, Annals New York “Academy of Sciences, Vol. 54, Art. 
in press. 


VAGINAL GEL 


Ortho Pharmaceutical Corporation 
RARITAN, NEW JERSEY 
Manufacturers of Ortho-Gynol® vaginal jelly, 


Ortho® Creme, Ortho ®Kit, 
and Ortho® White Kit. 
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In cardiac decompensation’ when 
maintenance 
dosage 


see-sawing... 


digitaline 


chief active principle of digitalis purpurea for positive, controlled maintenance 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 
It provides a uniform dissipation rate with full digitalis effect between doses. 
Switch your “difficult’’ patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 
with its rapidity of action and virtual freedom from local side effects. 

DIGITALINE NATIVELLE is available, at all druggists, in three strengths 

for precise dosage — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 

Because of the high order of purity, most patients are adequately 

maintained on 0.1 mg. daily. The average dose for digitalization 

is 1.2 mg. in three equal doses at 4-hour intervals. 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request. 


VARICK  pxHarMAcaL COMPANY, INC, (DIVISION OF E. FOUGERA & CO. INC.) NEW YORK 13, N. Y. 


GP « Volume V, Number 6 


. 
/ 
sf | 
| { 
\ \ / / 
\ / / 
\ / 
| 
a 
s 
jog 


and well outlined for quick reference for the general 
practitioner. 

Included in this volume are contributions from the 
biologic, chemical, and sanitary sciences, and concrete 
technical findings from many practitioners in the field 
of public health. This book is quite easy to read because 
the material presented has been concentrated and also 
because the subject matter is of daily interest to all 
men who practice medicine and surgery. 

The practicing physician need not be a public health 
officer to enjoy reading and applying the material pre- 
sented in the Health Instruction Yearbook of 1951. 

—M. L. Newkirk, M.D. 


Veterans Administration Technical Bulletins. Series 10. Vol. IV. 
1950. Washington, D. C., January, 1951. 


This is a series of eleven papers written by national 
experts and printed by a photographic method. The 
series includes: Coronary Thrombosis, Adrenal Corti- 
cal Insufficiency, Ulcerative Colitis, Blood Transfusions, 
Cardiac Arrest, Cancer Research, Alcoholism, Science 
of Hearing, Edema, Medical Planning in Atomic War- 
fare, and Social Caseworker’s Responsibilities. 

One of the best of the papers is on alcoholism, and 
what can be done for the patients. 

—W. C. Atvarez, M.D. 


Pathology of the Fetus and the Newborn. By Edith L. Potter, 
M.D. Pp. 573. Price, $19.00. The Year Book Publishers, 
Chicago, 1952. 


At the risk of being trite, this work by a distinguished 
pathologist can only be called monumental. As far as is 
known to the reviewer, no such work has existed to date 
in the English language, and it fills a definite need in the 
library of any physician who deals with infants. 

Dr. Potter has covered very thoroughly the patho- 
logic process and diseases which occur in the fetal and 
neonatal period. Most of the material deals with the 
period from conception to about one year of age, with a 
few observations in older children included. The mate- 
rial is well presented in simple, readable form, and is 
excellently and profusely illustrated with photographs 
and photomicrographs which in the main, are well se- 
lected and contribute to the text. 

If any fault were to be found, it is in the brevity which 
is accorded to some sections of the presentation. This is 
understandable in view of the wide scope which has 
been attempted. However, the reviewer felt that Dr. 
Potter had hardly scratched the surface in her section 
on erythroblastosis and on anomalies of the placenta, 
to choose but two examples. This very minor fault is 
overcome to a considerable extent by the excellent bibli- 
ography which accompanies each chapter, making this 
in effect, the complete reference book which it is in- 
tended to be. The sections on pathology of the lungs, 
malformations of the heart, and the glands of internal 
secretion were particularly impressive. 

In general this book is well written, printed in easily 
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read type and on good quality paper, and constitutes 
an extremely valuable and handsome addition to the 
library of any physician. —James E. Keeter, M.D. 


Clinical Allergy. By Samuel J. Taub, M.D. Pp. 271. Price, 
$4.50. 2nd Ed. Paul B. Hoeber, Inc., New York, 1951. 


This book is compact, well written, and readable 
without so much of the technical or theoretical details 
which are of little interest or practical importance to 
the busy practitioner. More comprehensive bibliogra- 
phies are cited from time to time. 

The author discusses controversial opinions and the- 
ories frankly, then includes findings observed in his 
large number of cases and results drawn from his own 
clinical experience. The use of vaccines in cases of con- 
tact dermatitis from plants and weeds is discussed and 
the statement made: “In poison ivy, oak, and ragweed 
dermatitis, the use of intramuscular injections of the oil 
extracts (0.5 cc. to 1.0 cc.) every three to four days results 
in marked alleviation of symptoms. Prophylactic injec- 
tions of 0.5 cc. to 1.0 cc. of the oleoresin of poison ivy or 
oak given in the spring months of the year, one every 
week for three weeks, will in a large majority of patients 
prevent the recurrence of the dermatitis”—an opinion 
contrary to my latest dermatology teaching. Neverthe- 
less, it is a practical therapy which I have found worth- 
while in my own practice. 

The use of ACTH and Cortisone in the treatment of 
allergy is discussed a little too briefly, but references are 
made to sources of information. 

As more dermatologic patients are studied from an 
allergic point of view, a better and broader understand- 
ing of the altered physiology of many bizarre conditions 
is possible. 

This is a book which can be of definite assistance to 
the general practitioner who wants a concise and practi- 
cal guide in the diagnosis and treatment of many dis- 
eases and symptoms produced by allergic phenomena. 

—Joun R. Benper, M.D. 


ALSO RECEIVED 


Although the editors attempt te publish as many reviews of 
books as possible, space will not permit the review of all books 


received from publishers. 


Connective Tissues. Edited by Charles Ragan. Pp. 190. 
Price, $3.50. The Josiah Macy, Jr., Foundation, New York, 
1952. 


The Temporomandibular Joint. Edited by Bernard G. 
Sarnat, M.D. Pp. 148. Price, $4.75. Charles C Thomas, 
Springfield, Ill., 1951. 


Introduction to Medical Science. By Julius Jensen, Ph.D. and 
Henry W. Noller, M.D. Pp. 533. Price, $5.75. The C. V. 
Mosby Company, St. Louis, 1952. 


The Internship. By Roscoe L. Pullen, M.D. Pp. 35. Price, 
$1.25. Charles C Thomas, Springfield, Ill., 1952. 
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only one application of 


E U R A »4 blocks the 


_ “itch-scratch reflex” 


for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.* 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.! Not an antihistaminic, not a -caine 
derivative’. . . EURAX is virtually nonsen- 
sitizing and nontoxic,!~* and, importantly, 
does not lose its effectiveness after con- 
tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*"! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections, 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-cr luide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wchnschr. 76:1210, 1946. 
(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 
J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 
49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45 :889, 1949. 


*U.S. Pat. $2,505,681 
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Academy Keports and News 


“General Practitioner” Defined by Special Panel in Washington 


General Practice Panel Held as Part 
Of President’s Commission on Health 


TuaT a good general practitioner fulfills the function 
of a personal physician was the consensus of 
members of a panel on General Practice held April 
8 in Washington, D. C. 

This conclusion was drawn after Dr. Donald 
Clark, a general physician and surgeon from Peter- 
borough, N. H., pointed out that there were three 
types of general practitioners in this country. He 
named the personal physician, the general prac- 
titioner who functions primarily in internal medi- 
cine, and one who encompasses all of the specialties. 

The personal physician named by the panel was 
defined as a doctor who diagnoses and treats the 
whole person and who has an interest in all that 
affects the patient and his family’s health and wel- 
fare. 

The definition of a general practitioner as adopt- 
ed by the A.A.G.P. which was submitted to the 
group reads: 

‘A general practitioner is a legally qualified doc- 
tor of medicine who does not limit his practice to 
a particular field of medicine or surgery. In his gen- 
eral capacity as family physician and medical ad- 
viser he may, however, devote particular attention 
to one or more special fields, recognizing at the same 
time the need for consulting with qualified special- 
ists when the medical situation exceeds the capaci- 
ties of his own training or experience.” 

The panel on general practice was held as a part 
of the President’s Commission on Health Needs of 
the Nation. Dr. Paul B. Magnuson was chairman 
for the panel assisted by Dr. Lester Breslow from 
the Veterans Administration. 

The cause of general practitioners was boosted by 
Dr. Francis Hodges, A.A.G.P. member from San 
Francisco and member of the board of trustees for 
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California Physicians’ Service, and Charles E. Ny- 
berg, executive assistant substituting for Mr. Mac 
F. Cahal who found it impossible t6é attend. Presi- 
dent-elect U. R. Bryner, who was invited to appear 
on the panel with Mr. Cahal was also prevented from 
attending. 

Others on the panel were Dr. Joseph S. Collings, 
who has studied general practice in Great Britain 
and is assistant medical director of the Health In- 
surance plan of Greater New York; Dr. Wilburt C. 
Davison, dean of Duke University School of Medi- 
cine at Durham, N.C. ; and Mrs. Gladys Talbott Ed- 
wards, director of education at National Farmers’ 
Union in Denver, Colo. 

Also present were Preston L. Hill, superintendent 
of Martin Sanatorium at Picayune, Miss.; Dr. Win- 
gate M. Johnson, professor of clinical medicine at 
Bowman Gray School of Medicine, Wake Forest 
College, Winston-Salem, N. C.; and Marian Ran- 
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Enteric-coated inner layer of desoxyephedrine 
HCl eee assures morning alertness 


Each soMNapeEx* tablet contains: 

Pentobarbital Sodium. .......60mg.(1_— gr.) 
Butabarbital Sodium . - 830mg. (1/2 gr.) 
d-Desoxyephedrine Hydrochloride 5 mg. (1/12 gr.) 


SUPPLIED: Bottles of 100 and 500. 
*Trademark of The Central Pharmacal Co. 


“Lil 
TRADEMARK 


Sugar-coated outer layer of pentobarbital 
i induces sleep quickly 


Enteric-coated middle layer of butabarbital 
sodium |p| goes into action later, to 
maintain sleep till morning 


combined for lower individual dos- 
age, higher safety; both destroyed 
in liver—suitable for patients with 
renal disease’? 


exerts twice the central effect of 
amphetamine with a minimum of 


peripheral side effects* 


1. Council on Pharmacy and Chemistry, Ameri- 
can Medical Association: New and Nonofficial 
Remedies 1951, Philadelphia, J. B. Lippincott 
Company, pp. 236, 240. 2. Dripps, R. D.: 
J.A.M.A. 139: 148, 1949, 3. Douglas, H. S.: West. 
J. Surg. 59:238, 1951. 


THE CENTRAL PHARMACAL COMPANY sEYmMourR INDIANA 
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dall, R.N., executive director of Visiting Nurse 
Service of New York City. 


Commission Hears Panel 


Health Commission members who sat in and par- 
ticipated were Dr. Russell V. Lee, associate clinical 
professor of medicine from Stanford University 
School of Medicine; Dr. Evarts A. Graham, a sur- 
geon from St. Louis representing the American Col- 
lege of Surgeons; Marion W. Sheahan, R.N., di- 
rector of the national committee for the improve- 
ment of nursing services in New York; and Clarence 
Poe, president and editor of “The Progressive 
Farmer,” from Raleigh, N. C. 

Dr. J. B. Grant of the Rockefeller Foundation 
was also present. 

Dr. Magnuson opened the conference by pointing 
out that the Commission was set up to receive in- 
formation, analyze it, and then prepare a report. Its 
objective is to assist in the overall program of the 
medical and related professions to provide people 
with good medical care when needed. 

Promotion of health, prevention of disease, diag- 
nosis, treatment, and rehabilitation were defined as 
the categories of health services. 

Mr. Nyberg pointed out that there is a need to 
educate the people to the fact that if they want a 
personal physician they must be prepared to pay 
fees that would support such a physician even if he 
did not render some specific treatment each time he 
saw the patient. 


Right To Do Surgery Questioned 


Dr. Graham, a surgeon representing the Amer- 
ican College of Surgeons, questioned why general 
practitioners should do any surgery. 

Both Drs. Hodges and Clark explained the rea- 
sons for general practitioners doing surgery within 
limits of their training. Mr. Nyberg also pointed out 
that the Academy’s program was designed to main- 
tain and advance standards in surgery similar to 
the A.C.S., and the A.A.G.P. policy was that a sur- 
geon should be judged upon his ability and not 
membership in a specialist society or certification. 


Program of AMA's Section on General 
Practice To Be June 9-13 in Chicago 


THE section on general practice of the A.M.A. will 
have a special program during the Association’s 
annual session June 9-13 in Chicago. 
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Dr. Thomas E. Robinson of Salt Lake City, Utah, 
chairman of the section, will preside at the opening 
session at 9 a.m. June 10. 

A symposium on atherosclerosis will be held with 
Dr. Louis Katz of Chicago as moderator. Partici- 
pants will be Drs. S. L. Wilen, Forrest Kendall, and 
Irving Wright of New York, Irving Page of Cleve- 
land, Ohio, Jeremiah Stamler and Gordon Gould 
of Chicago, Fredrick Stare of Boston, Campbell 
Moses of Pittsburgh, Thomas Durant of Philadel- 
phia, George Burch of New Orleans, Nelson Barker 
of Rochester, Minn., and John W. Gofman of Berke- 
ley, Calif. 

New officers will be elected at the June 11 session. 
A group of scientific lectures will be given. 

Dr. Wilfred C. Hulse of New York will speak 
on the management of sexual conflicts in general 
practice. Management of osteoarthritis in the aged 
will be discussed by Dr. John G. Kuhns of Boston. 
The third paper concerning ACTH and Cortisone in 
the treatment of ocular diseases, will be given by 
Dr. E. H. Steffensen of Detroit. Two Chicago phy- 
sicians, Sidney A. Portis and Charles H. Law- 
rence, will speak on intractable duodenal ulcer. 

Other lectures that day will be on newer con- 
cepts in the use of ACTH and Cortisone in clinical 
practice by Dr. Laurance W. Kinsell of Oakland, 
Calif.; practical aspects of inguinal hernia by Dr. 
Philip Thorek of Chicago, and the “two-step” ex- 
ercise electrocardiogram by Drs. Arthur M. Master, 
Leon Pordy, and Kenneth Chesky, all of New York. 

The June 12 session will open with a joint 
meeting with the section on physical medicine and 
rehabilitation. Various phases of hemiplegia will be 
discussed by Drs. Louis J. Karnosh of Cleveland, 
Ohio, Earl C. Elkins of Rochester, Minn., Leonard 
J. Yamshon of Los Angeles, Duane Schram of 
Gonzales, Texas, Donald A. Covalt, Irving Cooper, 
Thomas Hoen, and Howard Rusk of New York. 


St. Lovis Doctors Respond to Survey 
On Initial Emergency Call Program 


Pros and cons of the Emergency Call Program in 
St. Louis, the first such program in the nation, 
were brought out in a recent survey among phy- 
sicians who have participated in the service. 

Dr. C. W. Schumacher, who has been chairman 
of the program since its inception almost two years 
ago, expresses doubt that a perfect plan can be 
developed, but, states the program would be more 
successful if all of the St. Louis chapter members 
would volunteer. 


= 
2 


in penicillin reactions... 


NEW, “remarkably effective” treatment 


Decholin Sodium and Decholin 


(erano) 


Gratifying results are reported" with Decholin Sodium and Decholin 
in treating penicillin reactions of the most commonly encountered ; 
_ type—with symptoms simulating serum disease. The treatment “has 
_ not failed so far in any patient with serum-sickness type of penicillin 
| sensitivity.”'! Most of the patients in this study had been given a 

variety of other medications without success prior to the successful 
_ use of Decholin Sodium and Decholin. 


SYMPTOMS: Fever, itching, joint pains, urticaria, edema, hoarse or 
_ tight throat and other serum-sickness types of penicillin reactions 
respond promptly to this new therapy—relief is usually complete 
_ within an average of four days. 


S. PAT. OF 


DECHOLIN SOOT’, 


AN 


TREATMENT: Subject to adjustment by the physician, a routine 
schedule is to inject 5 cc. Decholin Sodium intravenously, once daily 
or every other day (depending on degree of sensitization), also one 
tablet of Decholin three times daily. 


Decholin Sodium (brand of sodium dehydrocholate) 20% aqueous 
solution for intravenous injection; ampls of 3 cc., 5 cc. and 10 cc. 


Decholin (brand of dehydrocholic acid) Tablets 334 gr. (0.25 Gm.) in 
bottles of 100. 


Decholin Sodium and Decholin, trademarks reg. 


1, Peiner, L., and Waldman, S.: Postgrad. Med. 17:49 (Jan.) 1952. 
2. Pelner, L.. and Waldman, S.: Am. Pract. 3:293 (Apr.) 1952. 


AMES 


COMPANY, INC. + ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
DS-2 
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Newest development is that the St. Louis County 
Medical Society is contemplating joining forces with 
the doctors already engaged in the call program, 
Dr. Schumacher announces. 

Recently, a questionnaire was mailed to the vol- 
unteers who serve as emergency call doctors. The 
questions were answered in the following manner: 

1. Do you think the service should be continued ? 
YES—22. No—9. 

2. Do you feel that your duty night was of bene- 
fit? yes 17, No—12. 

3. Should the hours be extended? yes—3. Lim- 
ited? yes—20. 

4. Would you suggest that the Chapter spend 
money in advertising the service? yes—10. No—22. 

5. What was your percentage of charity work 
when making a call on your night of duty? Four 
answered—20%, 50%, 10%, 25%; all the others 
answered that they received the fee they requested. 

6. Approximately how many calls have you an- 
swered? TELEPHONE—229. HOME—81. 

7. Would a certificate stating that you are a 
member of the volunteer service be of benefit to 
you? yes—5. No—23. 

Dr. Schumacher countered that it is true that 
some of the calls are not of an emergency nature, 
some are out of the district, and some of the requests 
are the result of ignorance. But if general practi- 
tioners “hope to handle competitive slurs and the 
emergency call program” these calls must not be 
ignored. 


Favorable Comparison of Obstetrics Done 
By General Practitioners, Specialists 


ComPaRATIVE studies of obstetrics done by general 
practitioners and by specialists show that mortality 
and morbidity rates are about the same, according 
to a report made by Blake H. Watson, M.D., chair- 
man of the obstetric department of St. John’s 
Hospital, Los Angeles, Calif. 

The Academy’s new vice-president, Dr. Lester 
D. Bibler of Indianapolis, who is a consultant in 
general practice on the editorial board of Current 
Medical Digest, briefed Dr. Watson’s report in a 
recent issue of that magazine. 

In his comment on the Watson findings, Dr. 
Bibler said the studies show that “‘well trained gen- 
eral practitioners do practice good obstetrics . . .” 

Continuing, Dr. Bibler said, ‘“There is no reason 
why there should not be 100 per cent co-operation 
between the specialists and the men in general prac- 
tice. One point in this relationship should be em- 


GP e June, 1952 


phasized, and that is that the attending physician 
or family doctor is responsible for the care of his 
patient. Even though consultation is asked for, and 
given, the attending physician should not drop the 
case and allow the consultant to assume all the re- 
sponsibility in the treatment of the patient.” 


The Three Newly-Elected Officers 
Were Among the Academy’s Founders 


Tue three newly-elected officers of the Academy 
—Drs. U. R. Bryner, Lester D. Bibler, and H. T. 
Jackson—all come from the “founders” ranks. 

Dr. Bryner, the new president-elect, will step 
to the helm next year as a successor to Dr. R. B. 
Robins of Camden, Ark. Dr. Bryner, whose home 
is in Salt Lake City, has served as treasurer of the 
A.A.G.P. since its beginning in 1947, 

Although a Nevadan by birth, Dr. Bryner at- 
tended public school and Normal school in Ray- 
mond, Alberta, Canada. After taking 2 whirl as a 
high school mathematics and science teacher, he 
entered the study of medicine at the University of 
Utah, and later the University of Pennsylvania. He 
took his internship at the Dr. W. H. Groves Lat- 
ter Day Saints Hospital, Salt Lake City. Immedi- 
ately following, Dr. Bryner began general practice 
in the Utah capital. 

Second in command to Dr. Robins is the new 
vice-president Dr. Lester Bibler of Indianapolis. 
He was born in Findlay, Ohio, but he had his 
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‘DCHO RESEARCH PRODUCTS 


You The NEW 0-TOS-MO-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


BACTERICIDAL » » « (GRAM-POSITIVE —-GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 


STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


F U N G I Cl DAL » « « it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE e CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 
Substantiating Laboratory and Clinical data in press. 


FORMULA: 
A NEW, improved process, using 


Doho glycerol base, results in a = 
chemical combination having Sif 
these valuable properties. 


a... 1.6 GRAMS TRY NEW O-TOS-MO-SAN in your 
Glycerol (DOHO) Base most stubborn cases, the results will 


16.4 GRAMS ‘ 
(Highest obtainable spec. grav.) prove convincing. 


0 CHEMICAL CORP., 100 Va 
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schooling in Indiana, culminating in his M.D. 
degree from Indiana University School of Medicine. 

Dr. Bibler, who has always been a general prac- 
titioner, was one of the founders of the Indiana 
chapter and was one of the first directors of the 
A.A.G.P. He has served in many capacities in both 
the national and Indiana state groups. 

In 1948, he was selected as the outstanding gen- 
eral practitioner of the Indianapolis Medical So- 
ciety. 

Ft. Worth, Texas’ Dr. H. T. Jackson has stepped 
into the treasurer’s shoes. Dr. Jackson has served 
in numerous important capacities in the Academy. 
He was one of the A.A.G.P. founders and served 
three years with the first Board of Directors. 

A graduate of the University of Texas Medical 
School, he took his internship at Detroit Receiving 
Hospital, and his residency at Harris Hospital, Ft. 
Worth. 

Dr. Jackson is a member of the national head- 
quarters building committee. 


New York, Colorado Hold Refresher 
Courses in Pediatrics, Poliomyelitis 


INTENSIVE refresher courses in pediatrics for gen- 
eral practitioners are now being held at the Uni- 
versity of Buffalo School of Medicine under the 
sponsorship of the Medical Society of the State of 


New York and the New York State Department of 
Health. 

The first session, which began May 26, will con- 
tinue until June 7. The next course will be June 
16 through June 28. 

The University of Colorado School of Medicine 
had a postgraduate seminar on poliomyelitis May 
1-3. It was open to all physicians. 


Fifty-five AAGP Members Attend 
Post-Assembly Session in Bermuda 


Firry-FivE members of the Academy attended a 
scientific session in Bermuda on April 3 following 
the Atlantic City Assembly. 

Dr. U. R. Bryner, who had been appointed by 
the Committee on Scientific Assembly to preside at 
the meeting, was prevented from attending. Dr. 
Murland Rigby presided at the scientific session in 
Dr. Bryner’s place, and Dr. J. S. DeTar presided 
at the banquet which closed the meeting. 

The following program was presented: 

“General Practice in Bermuda,” Charles Wain- 
wright, B. S. (Cambridge). 

“Office Management in General Practice,” T. E. 
Robinson, M.D., Salt Lake City, Utah. 

“Diabetes Control,” J. R. Fowler, M.D., Spencer, 
Mass. 

**Brucellosis,”” W. H. Walton, M.D., Belleville, Ill. 


Part of the group attending the Bermuda convention flew via Pan-American Clipper 
from New York to Bermuda. The others traveled on the steamship, “Ocean Monarch.” 


GP June, 1952 


— 
a 
zy, 
117 


in the office... 


sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
| Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1,000. 
*“THERAGRAN’ IS A TRADEMARK OF SQuI88 4&4 SONS. 


SQUIBB 


His Excellency the Governor of Bermuda, Lieu- 
tenant General Sir Alexander Hood, who is a med- 
ical man, had accepted an invitation to address the 
banquet. However, he was called to London the 
week before and was unable to return in time for 
the meeting. Sir Stanley Spurling, one of Bermuda’s 
leading historians, spoke at the banquet which was 
attended by more than a hundred Academy mem- 
bers and their wives. 


Credit for Physicians Attending 
Postgraduate Courses in Oklahoma 


Crepit for attendance at a postgraduate course in 
cardiology and internal medicine April 11-12 at 
St. John’s Hospital in Tulsa, Okla., has been ap- 
proved by the Oklahoma chapter of the A.A.G.P. 

Another course of special interest to the general 
practitioner, on obstetrics and gynecology, was 
held April 7 at Hillcrest Memorial Hospital in 
Tulsa. 


Dr. Charles Shook Is New Chairman 
Of A.A.G.P. Industrial Medicine Program 


Cuartes F. SHoox, M.D., A.A.G.P. member, has 
been appointed chairman of a special committee of 
the Commission on Education to direct the Acad- 
emy’s industrial medicine program and act as liai- 
son officer between the commission and the A.M.A.’s 
council on industrial health. 

Dr. Shook, who is medical director of the indus- 
trial health program of Owens Illinois Glass Com- 
pany, Toledo, Ohio, was appointed at the commis- 
sion on education’s meeting during the Assembly 
in Atlantic City. 

All of the commission’s report was approved dur- 
ing the Congress of Delegates’ session. Some of 
the outstanding points adopted in developing closer 
co-operation between the Academy and the A.M.A. 
council on industrial health were: 

“The practice of industrial medicine with the 
establishment of industrial health services affords 
an exceptional opportunity for participation in the 
preventive practice of medicine.” 

Industrial medicine is not a restricted specialty, 
but if properly practiced, approaches a return to 
the concept of the family physician who is con- 
cerned with the patient as a whole and all that af- 
fects his welfare. 

According to accepted proposals, a general prac- 
titioner shall be appointed to council membership ; 
a general practitioner shall be included in the 
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membership of all state and county medical society 
committees on industrial health. 

The commission recognizes education in indus- 
trial medicine as an important part in training for 
general practice and encourages state chapter com- 
mittees on education to include courses in indus- 
trial medicine in their medical study programs. 

In the education program, the industrial council 
is to prepare a list of qualified speakers and upon 
Academy request assist in obtaining speakers for 
individual assignments, institute a series of work- 
shops, and plan seminars to include subjects on 
industrial medicine. 


Outstanding General Practice Sessions 
At Texas Medical Association’s Meeting 


A.A.G.P. memBers took the lead in holding out- 
standing sessions of the General Practice Section 
May 6-7 during the 85th Annual Session of the 
Texas Medical Association in Dallas. 

Dr. DeWitt Claunch of Ft. Worth, Tex., was 
chairman and Dr. B. H. Bayer of Houston served 
as secretary at the meetings. 

Other Academy men who took part the first day, 
presenting either scientific papers or leading dis- 
cussions, were Drs. Andrew S. Tomb of Victoria, 
D. C. Simmons of Kilgore, John T. Lowry of La- 
redo, J. D. Murphy and J. A. Hallmark of Ft. 
Worth, E. M. Thomason and W. F. Cole of Hous- 
ton, Lloyd M. Southwick of Edinburg, Carl E. 
Bosshardt of San Antonio, and F. S. Ewing of 
Sinton. 

Second day participants included Drs. E. R. 
Cox of Dallas, William J. Fetzer of San Antonio, 
G. W. Cleveland of Austin, R. D. Holt of Meridian, 
J. R. Shipp of Waco, Philip M. Prieto of El Paso, 
James D. Glynn of Austin, and J. M. Travis of 
Jacksonville. 


Dr. E. Paul Knotts Given Maryland's 
“Family Doctor of the Year”’ Title 


As AN outstanding example of what Sir William 
Osler called ‘the whole-souled, intelligent general 
practitioner,” Dr. E. Paul Knotts, Denton, Md., 
received the first ‘Family Doctor of the Year” title 
to be awarded by the Maryland Academy of Gen- 
eral Practice. 

For almost 30 years, Dr. Knotts has been put- 
ting in an average of 15 hours a day attending the 
residents of Denton and its environs—utilizing 
every mode of travel from train to tractor when the 
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in the home... 


sick people 
need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A theti 25,000 U.S.P. units 
1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000. 


SQUIBB 
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Because its barrel is 
clear glass . . . molded to 
fit its plunger instead of 

being ground with abrasives 
... the B-D DYNAFIT 
Hypodermic Syringe offers: 


LESS FRICTION between barrel and 
plunger, reducing syringe-wear. 


LESS EROSION during cleansing and 
sterilization because the protective 
“skin” of the glass barrel has 

not been removed by grinding. 


LESS BREAKAGE because the glass barrel 
has not been weakened by grinding. 


less friction, less erosion, 
and less breakage mean longer 


life and lower cost-in-use. 


SEE THE NEW eo7y © syRINGE at your dealer’s in 2 cc., 
5 ec., and 10 cc. with Luer-Lok 


or Luer Metal Tips. 
B-D, DYNAFIT and LUER-LOK, Trademarks Reg. U.S Pat. Off. 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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oyster-shell roads were mud-clogged and impass- 
able. 

In spite, or perhaps because, of such a schedule, 
Dr. Knotts is convinced that “general practice 
holds more drama and genuine appeal than any 
other field of medicine.” 


Medical News in Small Doses: 


Tue “Drive-In Hospital” exhibit shown in Atlantic 
City at the Fourth Annual Assembly of the A.A.G.P. 
has been receiving a large press coverage. An early 
count brought out clippings from 43 newspapers 
in the country. The exhibit, prepared by Dr. D. G. 
Miller, Jr., of Morgantown, Ky., and the staff of 
the department of medicine from the University of 
Louisville School of Medicine, was made possible 
through a grant by Wyeth, Inc. This exhibit 
showed how two small country stores could be 
converted into a “drive-in” hospital. The cost 
would be about $25,000. Pictures of office pro- 
cedures and practical office layout plans were also 
shown. . . . Dr. Louis H. Bauer, president-elect of 
the A.M.A., paid a visit to the Academy office 
while in Kansas City April 2 to speak at the Cham- 
ber of Commerce luncheon. . . . GP’s medical 
editor, Dr. Hugh Hussey of Washington, D. C., 
was banquet speaker at the Third Annual Frank 
Hilton McLeod Memorial Scientific Assembly re- 
cently in Florence, S. C. He spoke on ‘Medical 
Reading and Medical Writing.” . . . American 
Heart Association announces that Dr. Charles D. 


Marple of San Francisco has been appointed med- - 


Dr. Charles E. McArthur of Olympia, Wash., chairman of the 
M &R Awards Committee of the American Academy of General 
Practice, presents plaques to Dr. J. DeWitt Fox of Washington, 
D. C., and Dr. D. G. Miller, Jr., of Morgantown, Ky., for their 
scientific papers published in GP during 1951. 


ical director of that organization. Dr. Marple has 
been assistant clinical professor of medicine at the 
University of California School of Medicine. . . . 
Academy member, Dr. H. Kenneth Scatliff, who is 
president of the Chicago Medical Society, is author 
of the article, ‘Voluntary Health Insurance—Suc- 
cess or Failure?,” which appeared in a recent issue 
of The Illinois Medical Journal. . . . March issue of 
Hospital Topics carries a picture of the Academy’s 
executive secretary, Mac F. Cahal, and executive 
assistant, Charles E. Nyberg, conversing with some 
American Medical Association executives during 
the recent 48th Congress on Medical Education 
and Licensure at Chicago. 


NEWS FROM THE STATE CHAPTERS 


THE Missouri chapter of the A.A.G.P. held its 
fourth annual convention May 7-8 in Jefferson 
City. Members attending this meeting received 
three hours postgraduate study credit. 

Officers, directors, and committee chairmen of 
the Missouri chapter had a meeting on Wednesday 
evening (May 7) and completed their business the 
following morning. A scientific program was held 
during the afternoon session (May 8) with Dr. Carl 
A. Moyer and Dr. Stanley F. Hampton of Washing- 
ton University School of Medicine, St. Louis; Dr. 
William B. See of the University of Missouri Med- 
ical School, Columbia; Dr. Gerold V. Stryker of St. 
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Louis University, St. Louis; and Dr. William P. 
Williamson of the University of Kansas School of 
Medicine, Kansas City, Kas., presenting the lec- 
tures. 

Retiring president, Dr. M. B. Casebolt of Kansas 
City, Mo., presided at the annual banquet. Guest 
speaker was H. Roe Bartle of Kansas City, Boy 
Scout Executive and Regional Director of the Of- 
fice of Price Stabilization. The new president, Dr. 
Kenneth Glover of Mt. Vernon, Mo., was installed. 
Dr. Glover has belonged to the Missouri chapter 
and the A.A.G.P. since their inception. 

Mrs. E. R. Bohrer and Mrs. Donald Shull of 
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HE broadening horizons of medicine make new de- 
mands on makers of diagnostic instruments. Not 
only are far more instruments of conventional types 
required, but there is an intense demand for design improve- 
ment and for the development of entirely new instruments. 


To meet both these requirements, Welch Allyn has 
moved into the completely new home shown here, which 
has been planned for efficient production and elaborately 
equipped for research and experimental work. It is in 
Skaneateles Falls, N. Y., a small community 8 miles from 
our former home in Auburn, and gives us 4 times the floor 
space on a site of 30 acres. We occupy it proudly, just 36 
years from the time when the first Welch Allyn diagnostic 
instrument was produced in a tiny one-room “factory.” 


In all these years, as it is today, our first concern has 
been to help doctors achieve accurate diagnosis through 
instrument quality and dependability. 


WELCH ALLYN, Inc. Skaneateles Falls, N. Y. 
Telephone Skaneateles, N. Y. 882 Cable WACO 
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Distance was no item for these California chapter members who traveled clear across the nation to attend the Academy's 
Fourth Annual Assembly in Atlantic City. They gathered for a special “‘California” breakfast during the convention. 


Jefferson City were in charge of a special program 
for the ladies. 

Mac F. Cahal, executive secretary of the Acad- 
emy, was the principal speaker at the fifth annual 
meeting of the Greater Kansas City (Kansas and 
Missouri) chapter May 15 at the Milburn Country 
Club, Kansas City, Kas. 

A round-up of California regional and county 
chapter news brings announcements of many new 
officers. 

Dr. Dallas Wagner is the new president of the 
Marin (California) chapter; Dr. Rafael Dufficy is 
vice-president; and Dr. Thomas Grayson is secre- 
tary-treasurer. Dr. Harry Hensler has been elected 
to head the section of general practice at the new 
Marin Community Hospital. 

New officers for the San Mateo (California) chap- 
ter are Drs. John Sawin, president; Ed Schulze, 
vice-president; Dean Darius, secretary-treasurer. 

A report from the Riverside-San Bernardino 
(California) chapter states that during a recent sur- 
vey in Orange, Riverside, San Bernardino, Mono, 
and Inyo counties, twenty-seven of the forty re- 
plies on the subject of vacation preceptorship train- 
ing for medical students in California favored tak- 
ing a student to train. 

Alameda-Contra Costa (California) chapter re- 
ports that a committee working with Dr. Lawrence 
Kinsell is working out a plan whereby general prac- 
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titioners can work in specialized clinics at High- 
land Hospital. 

Los Angeles (California) chapter officers for 1952 
are Dr. Charles Nelson, president-elect; Dr. Daniel 
Beltz, president; Dr. Gordon Beckner, secretary- 
treasurer; and Dr. William Zimmerman, vice-presi- 
dent. 

New officers of the Fresno County (California) 
chapter have been installed. Dr. J. A. Logan is 
president, Dr. J. A. Bick is vice-president, and Dr. 
Bryson E. Cox is secretary-treasurer. The advisory 
council consists of Drs. E. C. Halley, C. H. Coving- 
ton, and J. A. Thormann. 

Dr. T. P. Sparks of Weeks Island, La., has been 
re-elected president of the Lovisiana Third District 
chapter. Other officers elected at the meeting in 
Lafayette included Dr. Edward LeBlanc, vice-presi- 
dent, and Dr. Ralph Bourgeois, secretary-treasurer. 

A meeting of the newly-formed General Practice 
Section of the Medical Society of the State of New 
York was held as a feature of the 146th annual meet- 
ing of the society May 14 in New York City. New 
officers for the section were elected and a special 
scientific program was presented by nine outstand- 
ing lecturers. Dr. William A. Buecheler has been 
chairman of the section, Dr. Garra L. Lester, vice- 
chairman, Dr. Floyd C. Bratt, secretary-treasurer, 
and Dr. Vincent E. Fischer, delegate to the New 
York state chapter meeting. 
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a successful New produet 


in /the treatment of allergieS ana dermatoses 


(BACTERIAL POLYSACCHARIDE ) 


Pyromen initiates responses in the circulating leucocytes 
and in the reticulo-endothelial system. 
Pyromen is proving to be increasingly useful 
in the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 
Pyromen is supplied in 10 cc. vials 
containing 4 gamma (micrograms) per cc. and 
in 10 ce. vials containing 10 gamma per ce. 
“Pyromen” on your Rx will bring you 
our new booklet detailing the use _ 
of this new therapeutic agent. 


ENCLOSURE 

USE 
by 


Dose Contains - Morton Grove, Illinois. 
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Dr. I. Jay Brightman, associate director of the 
Division of Medical Services in New York, placed 
narcotic addiction squarely in the lap of the general 
physician in an address at a recent joint meeting of 
the Regional and Rochester (New York) chapters. 
Dr. Brightman said the general practitioner sees the 
drug addicts first and it is his opportunity to direct 
community programs in prevention, detection, and 
rehabilitation. 

Westchester (New York) chapter announces new 
officers. Dr. Howard R. Seidenstein of New Ro- 
chelle is president, Dr. Maurice L. Woodhull of 
Scarsdale is vice-president, Dr. George J. Newman 
of Ardsley is secretary, and Dr. Mario V. Bisordi 
of Mt. Vernon is treasurer. 

Five hours of A.A.G.P. postgraduate study credit 
was given to physicians who attended the one-day 
seminar on respiratory manifestations of allergic 
disease held recently by the Southwestern Ohio 
Society of General Physicians. 

The board of directors of the Alabama chapter 
held a breakfast meeting April 18 during the annual 
session of the Medical Association of the State of 
Alabama. 

New officers for six regional Mlinois chapters are 
announced by the various groups. 

At the helm of the Aurora (Illinois) group are 
Drs. William G. Eilert, president; Ray F. Craw- 
ford, vice-president; and H. M. DeBartolo, secre- 
tary-treasurer. 

Officers installed in the Corn Belt (Illinois) re- 
gional chapter are Drs. Wilfred Nowlin, president ; 
and Loren M. Boone, vice-president. 

DeKalb (Illinois) Regional chapter has Dr. Ralph 
G. McAllister as president, Dr. George H. Joost 
as vice-president, and Dr. Edward B. Glenn, secre- 
tary-treasurer. 

Dr. Hans Klein is president of the Kankakee 
(Illinois) regional chapter. Other new officers are 
Drs. A. Palow, vice-president, and Raymond Mal- 
lott, secretary-treasurer. 

Northwest (Illinois) regional chapter held in- 
stallation services for the following new officers— 
Dr. Richard V. Kochanski, president, and Dr. Benja- 
min W. Lichtman, vice-president. Both are from 
Chicago. 

New officers of the South Side (Illinois) regional 
chapter were Dr. Robert Rothschild, president, Dr. 
David C. Goldberg, vice-president, Dr. Maude L. 
Lindsey, secretary, and Dr. George Gates, treas- 
urer. 

The Memphis (Tennessee) chapter is co-operating 
with the University of Tennessee General Practice 
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drops + capsules 


For supplementation of essential vitamins, 
insure maximum absorption and utilization with 
Vifort ...a completely water-soluble polyvitamin 
solution containing synthetic vitamins A and D 
in small particle size; Hyflavin® (Endo’s unusually 
soluble riboflavin) and four other B vitamins; 
vitamin C; and vitamin E. Entirely free from 
fishy taste or odor. 
Available as Vifort soft-gelatin capsules, 
in bottles of 30, 100 and 250; also 
Jd oO Vifort Drops, ideal for infants and children, 
in 15 and 30 cc. dropper bottles. 


Samples on request 
Endo Products Inc., Richmond Hill 18, N. Y. 
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Clinic in establishing a mailing list so that infor- 
mation concerning general practitioners can be 
more widely circulated. The Memphis chapter is 
paying for the service. 

A seminar on spinal cord disease was held re- 
cently by the New Hampshire chapter at Weeks 
Memorial Hospital in Lancaster. 

The annual meeting of the Florida chapter was 
held April 27 at Hollywood, Fla. The guest speaker, 
Dr. Philip Thorek of Chicago, presented a lecture 
on “Intestinal Obstruction.” Following the scien- 
tific paper, a business session was held and new of- 
ficers were installed. 


Bedford Springs, Pa., was the setting for the 
fourth annual convention and scientific seminar of 
the Pennsylvania chapter May 9-11. 

The scientific program was held May 10 with 
the following doctors presenting the lectures—Dr. 
Waltman Walters, Mayo Foundation, Rochester, 
Minn.; Dr. Joseph B. Vander Veer, Benjamin 
Franklin Clinic, Philadelphia, Pa.; Dr. Philip Tho- 
rek, University of Illinois College of Medicine; Dr. 
Walter J. Reich, Chicago School of Medicine; Dr. 
Waldo E. Nelson, Temple University School of 
Medicine, Philadelphia; and Dr. J. Rudolph Jaeger, 
Jefferson Medical College, Philadelphia. 


“So you're a kidney and liver specialist, are you?” 
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ANNUAL REPORT OF THE CHAIRMAN OF 


THE BOARD OF DIRECTORS 1951-1952 


Wirt# a deep sense of responsibility to the Academy at 
large, a feeling of humility, and an awareness of short- 
comings and failures to achieve greater things, and yet 
with a sensation of possessive pride in accomplishments, 
the Board of Directors through its Chairman presents 
herewith its Annual Report for your information and 
consideration. 

The Academy is no longer an adolescent child. It 
has grown to full adulthood and is, at the present time, 
in vigorous physical and mental health. While, admit- 
tedly, the adult mature Academy has suffered from vari- 
ous minor traumatic episodes and insignificant infections 
common to all growing organisms, your Chairman is 
proud to report that no diseases of a malignant or de- 
generating nature have attacked it. It has been, and will 
ever be, the dual task of the Board of Directors and the 
officers to make certain that the now mature organiza- 
tion never does suffer from the latter conditions, and at 
the same time so guide its physical and mental destinies 
in order that vigorous normalcy may be preserved. 

This report will be chronological in nature and the 
material gleaned from three Board meetings and four 
meetings of the Executive Committee which have been 
held since the San Francisco Assembly in March of 1951 
will be included. Any encroachment on the forthcoming 
reports of other officers and committee chairmen by 
duplication has been scrupulously avoided if possible. 

Because of both the vertical and horizontal growth of 
the Academy during the past year, many more prob- 
lems have been presented and more decisions made by 
the Board than in any previous similar period. Because 
of the voluminous amount of material contained in 
nearly one hundred pages of minutes, this report must 
of necessity be limited to the essential, important prob- 
lems and decisions arising out of the previously men- 
tioned meetings. 

The first meeting was held in San Francisco on 
March 16, 1951 prior to the convening of the Scien- 
tific Assembly in that city. The Board transacted the 
following business: 

1. Accepted a letter of welcome from the Hawaiian 
chapter and the Mayor of Honolulu. 

2. Refused as impracticable an invitation to enter 
into an official alliance with the International Academy 
of Proctology. 

3. Adopted the following policy regarding sending 
national officers to state chapter meetings: The Amer- 
ican Academy of General Practice will defray expenses 
of an officer, director, committee chairman, or staff 
member to attend a state chapter meeting once in three 
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years. After three years of charter life, such expenses 
will be defrayed by the state chapter. 

4. Accepted the annual report of the Executive Sec- 
retary and the commissions and committees. 

5. Voted to contribute a $500 yearly fund to the 
World Medical Association and made a single grant of 
$100 to the National Society for Medical Research. 

6. Discussed and referred to the Finance Committee 
for action a proposal for a Group Accident and Health 
Policy for Academy members submitted by the Conti- 
nental Casualty Company, through the Professional 
Men’s Insurance Agency of Saint Louis. As you know, 
the Finance Committee approved the plan which is now 
in effect for Academy members. A complete report of 
the Insurance Program will be presented later in this 
session. 

7. Rejected a proposal by the Women’s Auxiliary 
of the Louisiana Academy of General Practice that the 
Academy make available lapel pins for each member. 

8. Discussed and considered meeting places for 1954. 
Boston, New York, Washington, Miami, Miami Beach, 
Cleveland, and Los Angeles had all submitted invita- 
tions. Miami Beach was tentatively selected as the 1954 
meeting place, but the Executive Secretary was instructed 
to secure Cleveland if dates became available in March. 
(Later, they did and the 1954 meeting was scheduled 
for Cleveland, March 22 to 25.) 
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TOLERANCE is what makes 


Safer Iron Therapy 


Tolerance is “built in” Irocine by virtue of its unique content of the new organic molecule, 
Iron Sodium Malate.* Though it contains 25-108% more iron per unit mass than other widely 
used iron compounds, Iron Sodium Malate renders Irocine therapy virtually free from disturbing 
side-effects. Gastric distress, constipation and diarrhea rarely occur under Irocine administration. 


Effective Therapy, too 


Potentiating factors in Irocine are Vitamin B,2 (activity equivalent to 1 meg.), plus copper 
sulfate U.S.P. (4 mg.), plus desiccated liver N.E (200 mg.), plus Thiamine hydrochloride U.S.P. 
(0.17 mg.), plus Vitamin D (67 U.S.P. units). 


REED & CARNRICK: Jersey City 6, N.J. 


*Protected by U.S. Patent 2,503,781 A Trusted Name Since 1 § 6 O 
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9. Rejected a proposal that the name of the Acad- 
emy be changed to “The American Academy of Med- 
icine.” 

The Board reconvened on Thursday, March 22, 1951, 
in San Francisco following the last session of the Scien- 
tific Assembly, and transacted the following business: 

1. Much discussion ensued and congratulations of- 
fered to those responsible for a most successful meeting 
held in San Francisco. It might be well to point out here 
that no medical organization of national strength has 
ever attempted a national meeting on the West Coast so 
soon after its origin. When the City of San Francisco 
was chosen for its Third Scientific Assembly, the Acad- 
emy was warned that it might end disastrously. How- 
ever, the meeting that had just been concluded demon- 
strated the solidarity existing in the Academy and the 
fact that we could hold such a successful meeting within 
three years of our birth certainly was most commendable 
and gratifying. 

2. Accepted the proposal of the Commission on 
Membership and Credentials for the solution of the 
problem of reorganizing the Maine chapter. This pro- 
posal, solution, and end result will be discussed under 
that Commission’s formal report. 

3. Again went on record as stating that at the pres- 
ent time the organization of a women’s auxiliary to the 
Academy could serve no useful purpose and the pro- 
posal for the organization was tabled indefinitely. It was 
the feeling of the Board that Academy auxiliaries would 
conflict with the women’s auxiliaries of county medical 
societies. 

4. Passed a resolution in reply to a protest made by 
the Medical Exhibitors’ Association that several state 
chapters have used undue pressure in attempting to se- 
cure technical exhibits for state chapter meetings, urg- 
ing that the state chapters refrain from this practice. 

5. Elected your present Chairman as Chairman of 
the Board of Directors and re-elected Dr. U. R. Bryner 
as Treasurer. Drs. J. P. Sanders and Fred Humphrey 
were elected as the additional members of the Executive 
Committee. As you know, the Executive Committee is 
composed of the Chairman of the Board, the Treasurer, 
and two other members elected from the Board. 

6. Tendered Dr. Arch Walls a unanimous vote of 
thanks for the unselfish, inspirational service rendered 
the Academy while serving as Chairman of the Board. 

7. Appointed Drs. E. I. Baumgartner and T. E. Rar- 
din to one-year terms on the Committee on Scientific 
Assembly, Drs. Joseph Lindner and Andrew S. Tomb 
to two-year terms, and Drs. John F. Mosher and Mer- 
lin Newkirk to three-year terms. Dr. Lindner was ap- 
pointed Chairman. 

8. Appointed Dr. Murland Rigby Chairman of the 
Commission on Membership and Credentials, and Dr. 
A. R. Marsicano to the Publication Committee. 

9. Received Dr. E. C. McCoy of Winnipeg, Canada, 
who told the Board that he would devote much of his 
time in the next year to working out an alliance between 
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the Academy and the General Practice Section of the 
Canadian Medical Association. 

On May 26, 1951, in Chicago, the Executive Com- 
mittee met for the sole purpose of discussing the ques- 
tion of proposed plans for the evaluation of professional 
standards in hospitals. When the American College of 
Surgeons relinquished the program of evaluating and 
accrediting hospitals, many other medical organizations, 
including the American Hospital Association, the Amer- 
ican Medical Association, and various specialty groups 
became intensely interested. Pursuant to the action of 
the Congress of Delegates in San Francisco, a suggested 
resolution placing full responsibility for the evaluation 
and standardization of professional standards in hospi- 
tals with the Council on Medical Education and Hospi- 
tals of the A.M.A. had been placed in the hands of all 
presidents, secretaries and A.A.G.P. delegates. 

Strategy and policies to be followed at the A.M.A. meet- 
ing were discussed. It was felt that no Academy member 
should identify himself as such when speaking before 
the reference committee hearing arguments for the reso- 
lution, but Dr. Paul A. Davis would serve as spokesman, 
aided by the Chairman of the Board and the Chairman 
of the Commission on Hospitals, Dr. John O. Boyd, Jr., 
and that full Academy support would be given to the 
aforementioned resolution which was to be introduced 


by various state A.M.A. delegates. 


The Executive Committee met again in Atlantic City 
during the A.M.A. meeting in June of 1951. At San Fran- 
cisco, on March 23, the Executive Committee was em- 
powered to meet and prepare a list of proposed commis- 
sion and committee appointments to be submitted to 
and voted upon by the entire Board by mail. Previously, 
state chapter officers had been asked to present recom- 
mendations for vacancies and the Board was greatly 
assisted in its work by these recommendations. 

Many chapters did not send in recommendations. 
Your state chapter officers have already received re- 
quests for recommendations for this year’s vacancies, and 
your chairman urges those who have not sent their rec- 
ommendations to the headquarters office to do so at an 
early date. Choosing men to fill commission and com- 
mittee vacancies is a colossal task and always subject to 
criticism. An effort was made to obtain wide geographi- 
cal distribution on all commissions and committees and 
to avoid duplication of appointees. The Board unani- 
mously approved all appointments which were an- 
nounced to the Academy at large on July 10, 1951. 

Dr. W. D. Snively, Jr., Medical Director of the Mead 
Johnson & Company of Evansville, Indiana, requested 
an audience with the executive Committee at which 
time he briefly discussed the interest of Mead Johnson 
& Company in the Academy and their desire to provide 
the Academy with an annual grant to be used for any 
project the Academy might find worthwhile, the only 
stipulation being that the project be a continuous, per- 
petual one. It was felt that the money could best be used 
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to provide scholarships for residencies in general prac- 
tice. The complete report of this project will be pre- 
sented by the chairman of a committee subsequently ap- 
pointed by the Board to administer the program. 

It was unanimously recommended that steps be taken 
to eliminate the Medical Coordinating Committee, inas- 
much as its duties were fulfilled by other committees. 

The Executive Secretary reported that Miami Beach 
could not guarantee post-season hotel rates at the time 
of our meeting in 1954, but at the same time dates at 
Cleveland had become available. Cleveland was then 
chosen for the 1954 Scientific Assembly and Miami 
Beach or New Orleans would be considered for the 1955 
session. 

On June 12, the members of the Executive Committee 
and the officers of the Academy were the guests of Offi- 
cers of Mead Johnson & Company at a luncheon. An in- 
formal discussion about the proposed grant was held 
and the Executive Committee accepted an invitation to 
be the guests of Mead Johnson & Company at their 
home office in Evansville, Indiana on September 27, 1951. 

Most of the efforts of the Executive Committee at the 
1952 A.M.A. meeting were directed toward furthering 
the resolution on hospital standardization previously 
discussed. The resolution did not pass, but the final 
Joint Commission on Hospital Accreditation does have 
two Academy members on it, which can be taken as a 
measure of victory. Dr. Paul A. Davis, General Practice 
Section delegate, and Dr. Lester D. Bibler, Secretary of 
the General Practice Section of the A.M.A., are to be 
highly commended for their valiant fight on behalf of 
the resolution. 

A one-day meeting of the Executive Committee was 
held in Chicago on August 19, 1951 to consider the best 
method of utilizing a proposed grant from Mead John- 
son & Company. Details were worked out, approved by 
the Board of Directors and the officers of Mead Johnson, 
and will be reported to the Congress of Delegates in the 
report of the committee. 


The regular fall meeting of the Board of Directors was 
held in Kansas City on September 28 and 29, 1951. The 
following is a report from that meeting. The Board: 

1. Discussed the significance that the Joint Commis- 
sion on Hospital Accreditation might have on general 
practice and heard remarks by Dr. Lester D. Bibler in 
which he pointed out what he thought were errors in 
strategy and felt that closer co-operation should have 
existed between the Academy and the Section on Gen- 
eral Practice of the A.M.A. The Board heard Dr. Paul 
A. Davis give remarks on the same subject. 

2. Decided that before any problems concerning gen- 
eral practice arise at an A.M.A. meeting, the heads of the 
Academy as well as the heads of the General Practice 
Section of the A.M.A. and the section delegates should 
confer in order to present a harmonious united front. 

3. Heard of progress relative to the Group Insurance 
Program. Mr. Paul Fisher of the Continental Casualty 
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Company and Mr. A. W. Breckenkamp and Mr. C. E. 
Hovey, officers of the Professional Men’s Insurance 
Agency, were present and were asked many questions 
which clarified much of the misunderstanding that had 
existed relative to the mechanics of solicitation of Acad- 
emy members. The report of the progress on the Insur- 
ance Program will be fully discussed under the report of 
the Committee on Insurance to be presented to the 
Congress of Delegates. Subsequent events and investi- 
gation have proved the Academy insurance plan to be as 
good as can be obtained through any agency from any 
insurance carrier in the United States. Much of the 
early misunderstanding was due to errors in judgment 
on the part of the agency selling the program. However, 
that has all been cleared and the insurance program is 
on a solid, firm foundation, going forward with great 
strides, 

4. Dr. Joseph Lindner then presented a report on the 
progress of the Scientific Assembly Committee for 1952 
and presented a group of recommendations for a more 
effective functioning of the committee. It was decided 
that the Committee on Scientific Assembly would be 
directed to meet during the months of December, Jan- 
uary, or February each year to design a scientific pro- 
gram for the meeting one year hence. In this way, a 
much better program can be worked out and speakers 
can be obtained well in advance. The Scientific Assem- 
bly Committee was empowered to repeat the project of 
compiling ‘Program Notes” for the 1952 Assembly, 
inasmuch as there had been such a wide, enthusiastic 
acceptance of the 1951 ‘‘Notes.” 

5. The Board approved the acceptance of the pro- 
posal for the Mead Johnson Scholarship Award, which 
had been accepted previously by the Executive Com- 
mittee at its meeting in Evansville the day before the 
Board met in Kansas City. The Chairman of the Board 
at this time would like to publicly thank Mead Johnson 
& Company for its generosity and hospitality during the 
stay of the Executive Committee in Evansville. 

6. The Board next heard from the three representa- 
tives of the Continental Casualty Company and the Pro- 
fessional Men’s Insurance Agency again. Many ques- 
tions were asked of the three representatives and after 
about two hours of discussion the representatives de- 
parted and the Board passed a motion expressing itself 
as being completely satisfied with the explanation of the 
misunderstandings and the Board’s willingness to pro- 
ceed with the insurance program as originally planned; 
and further, that the Board express its appreciation to 
Mr. Cahal for his indulgence and many hours of work 
and worry by a rising vote of confidence. 

7. Discussed the financial position of the Academy 
and heard an explanation by Mr. Cahal that the antici- 
pated income was somewhat lower than actually re- 
ceived, and that the Academy should realize that when 
new projects are taken on each adds considerably to the 
expense of operations and thus decreases the net in- 
come. He felt that some consideration should be given 
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to a proposal in the future to raise the dues $5.00 and 
decrease the admission fee to $5.00. 

8. Heard Dr. John O. Boyd, Jr. report on a meeting 
with the American Hospital Association’s Council on 
Professional Practice in Washington in July. Dr. Boyd’s 
report will be heard in the formal report of the Commis- 
sion on Hospitals to the Congress of Delegates. 

9. Heard reports of the progress of the Commission 
on Education by Dr. Merrill Shaw, and the Commission 
on Membership and Credentials by Dr. Murland F. 
Rigby, both of which will be heard in the formal reports 
of the respective commissions to the Congress of Dele- 
gates. 

10. Dr. R. B. Robins, Chairman of the Commission 
on Legislation and Public Policy, and president-elect, 
then stated that he felt the Academy should have more 
participation in legislation in matters pertaining to vol- 
untary health insurance and other legislation. He sug- 
gested that the Academy might well send witnesses to 
Washington as does the American Medical Association. 
Much discussion ensued as to whether the Academy 
should work alone or whether it should work through 
the American Medical Association, as has been done in 
the past. A motion was passed recommending that the 
Board send a letter to the A.M.A. Board of Trustees ad- 
vising that the Academy will support and cooperate 
with the A M.A. in all legislation affecting the profession 
where deemed advisable, and make witnesses available 
to them should they desire it. This has been done and 
the A.M.A. has expressed its sincere appreciation to the 
Academy. 

11. Heard and discussed reports of the Publication 
Committee, Medical Coordinating Committee, Com- 
mittee on Constitution and By-Laws, and the 1952 
Assembly Schedule. 

12. The Board made plans for a one-day scientific 
session in Bermuda following the 1952 Scientific Assem- 
bly, following somewhat the pattern of the one held in 
Honolulu after the 1951 meeting in San Francisco. 

13. Heard Dr. John Fowler’s report of the Building 
Committee. The Executive Secretary was authorized to 
negotiate for the purchase of a suitable site in Kansas 
City. Later, following a conference with the chairmen 
of the Finance Committee and the Building Fund Com- 
mittee the sum of $50,000 was invested in a choice piece 
of real estate ideally suited for our building. 

14. Discussed a letter from Dr. Elmer Henderson of 
the A.M.A. asking the Academy to support an A.M.A. 
proposal to divide the award for the ‘General Practi- 
tioner of the Year” into two awards. The Board voted 
to submit a letter to Dr. Henderson advising that the 
Academy felt this award should be discontinued. 

15. Selected Drs. Charles McArthur, James G. Sim- 
mons, and L. H. McDaniel to compose the committee to 
select the judges for the M & R Award. 

16. Appointed the following members to the Mead 
Johnson General Practice Scholarship Award Commit- 
tee: Dr. W. B. Hildebrand, Chairman, one-year term; 
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Dr. H. Kenneth Scatliff, two-year term; Dr. W. H. 
Anderson, three-year term; Dr. Mary Elizabeth Johns- 
ton, four-year term; Dr. Dave Dozier, five-year term, 
and Dr. Fred A. Humphrey, six-year term. The chair- 
men of the Commission on Hospitals and the Commis- 
sion on Education are to serve as ex officio members of 
the committee. 

17. Appointed a Nominating Committee consisting 
of Drs. J. D. Murphy, Fort Worth, Texas, chairman; 
Cyrus W. Anderson, Denver; Edward L. Schwabe, 
Brocton, New York; A. E. Ritt, St. Paul, and John 
Walsh, Sacramento, California. These were appointed 
from the delegates of record certified to the national 
office as of September 28, 1951. 

18. Relative to the appointment of the Nominating 
Committee, the Board passed a motion that the Com- 
mittee on Constitution and By-Laws approve a recom- 
mendation amending the By-Laws to make it possible 
for the Nominating Committee to be selected from the 
membership-at-large rather than from the delegates only. 

19. Appointed Dr. Jack DeTar Chairman of the Com- 
mittee on Insurance to serve six years; Dr. R. C. Mc- 
Elvain, Saint Louis, to serve four years, and Dr. E. L. 
Bernhart, Milwaukee, to serve two years. 

20. Discussed the possibility of the appointment of a 
ten-man national Lay Advisory Committee and asked 
each member of the Board to submit names of outstand- 
ing lay persons for consideration as appointees to the 
committee. 

21. Discussed a long-range educational and political 
program ; the discussion of which was led by Dr. Stanley 
R. Truman. Some of the results of this discussion will 
be presented later in this report. 

22. Discussed and passed a recommendation to the 
Committee on Constitution and By-Laws to so amend 
the By-Laws that the Board of Directors be composed of 
two members to be elected each year for five-year terms, 
and in order to prevent enlarging the Board, it was 
moved and carried that the past-president be eliminated 
as an ex officio member of the Board. 

23. Rejected a proposal by Dr. John Fowler that the 
Academy sponsor a nation-wide program for accident 
prevention in children. The matter was referred to the 
Commission on Education for study. 


During the Interim Session of the American Medical 
Association in Los Angeles on December 4 and 5, the 
Executive Committee met and herewith is presented the 
report of the meetings. 

The next item of business was the consideration of the 
memorandum of recommendations from the Committee 
on Scientific Assembly. The recommendations are re- 
ported in the report of the Committee on Scientific 
Assembly. 

A very thorough discussion of the policy of national 
officers receiving honoraria from various state chapters 
for services rendered ensued. It was voted to present 
this matter to the state officers’ conference during the 
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Assembly in Atlantic City and to bring the subject up to 
the entire Board at the March meeting. 

A tentative Lay Advisory Committee was named 
which will be submitted to the Board at its next meeting 
for ratification. A recommendation to the Board to the 
effect that advertising be included in the membership 
directory was approved, and a motion was passed sug- 
gesting that the Constitution and By-Laws be deleted 
from the Directory but published with the transactions 
each year. If advertising could subsidize the cost of 
printing, paper, and mailing of the directory, it would 
cut down on those expenses. Dr. Stanley Truman pre- 
sented a list of objectives which he felt the Academy 
should consider from a long-range point of view and 
these will be discussed later in this report. 

So much for the past—now what of the present and 
future? 

A few remarks at this point relative to where we as an 
organization now stand and some suggestions and pre- 
dictions for the future will not be amiss. 

Up to the present, the Academy, its Executive Secre- 
tary, and Officers, and Congress of Delegates have had 
to think of perfecting the mechanistic and physical side 
of our growth. We have had to devise methods of oper- 
ation, establish sound business systems, lay down pro- 
cedures, and otherwise create a smooth working mechan- 
ical organization capable of taking care of the ever- 
expanding needs of the Academy. Largely through the 
brilliant efforts of Mac F. Cahal this has been accom- 
plished. A building site has been purchased, plans for 
the headquarters building have been approved, and, 
under the able direction of Dr. John Fowler, our build- 
ing fund is steadily approaching its goal. So, from the 
purely mechanical side of our development, all seems 
quite well. May I, however, digress at this moment and 
quote a few figures relative to our operations and at the 
same time interject a note of warning. 

As our Academy grows, the headquarters office is 
being asked to carry out more and more projects. The 
Academy staff numbers but thirty people in the Kansas 
City office, two in the advertising sales office in New 
York, and three employed as part-time medical editors 
in Washington, totaling a staff of thirty-five people. If 
we use 15,000 as our total membership, we have a ratio 
of one staff member to every 429 Academy members. 
The American Medical Association, with a membership 
of approximately 107,000 has a total staff of 800 which 
gives a ratio of one to every 134 members. No one knows, 
save those close to the headquarters office, the brutal 
and terrific pressure under which our staff operates. 
There is a very grave tendency for our members to de- 
sire the Academy to embark upon projects that are 
identical with those carried on by the American Medical 
Association. The naked, stark truth is that if additional 
work is assumed, more space and more employees will 
be needed, which means more money. Our 1952 budget 
calls for an anticipated income of $173,000, which 
cannot be spread too thinly. 
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Granted that we are now on a solid business basis, 
that our headquarters building is assured, and that we 
are accepted by medicine in general and by the public, 
it seems pertinent that we examine ourselves in the 
various other phases of our growth and in the light of 
the results of that examination attempt to chart both a 
long- and short-range course for the future. 

Before entering into this discussion, let me clarify one 
point. It is the feeling of the Board that no attempt 
should ever be made to duplicate or imitate various 
activities of the American Medical Association. Any or 
all of the following proposed programs, if adopted, 
should be carried out only as adjuncts to programs now 
existing under American Medical Association super- 
vision. Only if peculiar to general practice, and only if 
these programs and objectives do not now exist, should 
the Academy attempt them, and only then on a long- 
range basis when the staff and the funds are adequate. 

Let us then restate and redefine the objectives and 
purposes for which this Academy was formed, and un- 
der the appropriate headings, introduce potential long- 
range objectives, which in the light of future history 
could become kinetic: 


A. To establish an organization of general practition- 
ers of medicine and surgery and to promote and main- 
tain high standards of the general practice of medicine 
and surgery. 

Such has been accomplished. The organization has 
been solidly established, but it must not be taken for 
granted. The Academy must ever be alert to maintain 
its position and in order to do so five objectives for the 
future should be considered. They are: 


1. The development of a larger membership. 

No one can say at the present moment how large the 
Academy should be in order to satisfy its function in 
organized medicine. Most certainly, we are not anxious 
to achieve a large, unwieldy, purposeless organization 
competing with the American Medical Association, but 
it is a well-known fact that our potential membership has 
not been completely explored. Somewhere between our 
present membership and the other extreme lies the op- 
timum enrollment. The problem of achieving this objec- 
tive has not been solved and requires further immediate 
study and action. 

2. The completion of our national headquarters building. 

When the doors are finally opened on our national 
headquarters in Kansas City, a new era of development 
will have begun. Only those who have visited our head- 
quarters office realize the pressing need for more space. 
Added prestige, greater acceptance by the profession 
and the public, a more cohesive Academy solidarity, and 
greater efficiency will inevitably result when the project 
is completed. 

3. Further development of our insurance program. 

Possible additional objectives under this heading are 
adding hospital benefits to the present policy and the 
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exploration of the life insurance field as another Acad- 
emy benefit. 

4. The establishment of a leadership school for state offi- 
cers and the standardization of procedures, business 
methods and practices for state chapters. 

If we could establish some sort of standardization for 
all procedures done in the various forty-eight state 
chapters, plus Hawaii and the District of Columbia, the 
saving in time and the increase in efficiency would be 
untold. Many states have programs, objectives, prac- 
tices, procedures, and methods which can be duplicated 
by other states, but at the present we have no adequate 
medium of exchange. Such a school could be conducted 
outside of our national scientific assembly sometime in 
the mid-year, possibly at Kansas City, and each chapter 
could defray the expenses of its officers to such a meet- 
ing, thereby adding no increased financial burden on 
the national organization. 

5. The development of much closer relationships with our 
neighbors, the general practitioners of the Dominion of 
Canada, and perhaps our contemporaries abroad. 

These five objectives belong in the so-called physical 
or mechanistic classification, but are essential to the 
prosperity and future welfare of both the Academy as a 
whole as well as its individual members. 


B. To encourage and assist young men and women in 
preparing and qualifying for and establishing themselves 
in general practice. Under this heading the following 
objectives immediately come to mind: 

1. Foster and further develop residencies in general 
practice. 

2. Further develop the Mead Johnson Scholarship 
Award for residencies in general practice. 

3. Further integrate the general practice point of 
view in medical education by placing more general prac- 
titioners on medical school faculties, studying methods, 
means, and purposes. 

4. Aid actively in the American Medical Association 
Student Scholarship Fund or establish one of our own. 

5. Circularize or otherwise contact each senior medi- 
cal student in every medical school every year with well- 
prepared material informing him what general practice 
is, what it offers, and what the Academy is and stands for. 

6. Develop closer relationships between the Academy 
and the Student American Medical Association. 


C. To preserve the right of the general practitioner 
to engage in medical and surgical procedures for which 
he is qualified by training and experience. 

1. Enlarge and expand the scope, efforts, and influ- 
ence of the Commission on Hospitals. 

2. Continue the fight for hospital privileges for all 
qualified general practitioners. 

3. Carry to hospital administrators and Boards of 
Trustees the story of the Academy more effectively, thus 
fostering more cooperative relationships between the 
entire medical profession and hospitals. 
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4. Establish a closer liaison between the Academy, 
the American Hospital Association, and the American 
College of Surgeons. 

5. So conduct ourselves publicly, privately, and pro- 
fessionally that Academy membership will be looked 
upon as a position of honor and integrity in the com- 
munity and reflect credit on the entire medical pro- 
fession. 


D. To assist in providing postgraduate study courses 
for general practitioners and to encourage and assist 
practicing physicians and surgeons to participate in 
such training. 

Here is one of the most important facets of our entire 
Academy operation. What greater objective could we 
undertake than to better the type and quality of the 
medical care given our patients? In order to make this a 
reality, the following objectives come sharply into focus: 

1. Re-examine our educational requirements in the 
light of our experience to date and make the proper 
changes in these requirements. 

2. Further develop our national publication GP. 

3. Examine our concept of what actually constitutes 
postgraduate training, and make greater use of audio- 
visual aids, such as movies and recorded lectures, thus 
bringing facilities for post-graduate training to the 
members in the most remote sections of the U. S. 

4. Explore the great potential of home study courses. 
The achievement of the Armed Forces Institute during 
World War II in this direction is an outstanding exam- 
ple of what can actually be accomplished. 

5. Influence both graduate and undergraduate medi- 
cal education in our medical schools so that in the final 
analysis the academic needs of the general practitioner 
will be more than sufficient to re-establish and perpet- 
uate him as the anchor man of the medical team, rather 
than a substitute on the sidelines. 


E. To promote the science and art of medicine and 
surgery and the betterment of the public health, and to 
preserve the right of free choice of physician to the 
patient. 

The final purpose for which the Academy was founded 
is scientific and economic as well as idealistic and 
philosophic. The possible Academy objectives are 
limitless. One of the most striking weaknesses in our 
armor is our utter apathy to the ebb and flow of public 
opinion. The medical profession must work toward re- 
establishing some of the esteem in which it was once 
held. ‘Mr. Average Citizen” is not on our side because 
we have taken neither the time nor made the effort to 
talk with him and find out what he is actually thinking. 
A few moments a day in the quiet of 150,000 consulta- 
tion rooms throughout America given to tactful explana- 
tion of controversial socio-economic problems of modern 
medical care would do more to offset the emotional 
diarrhea squirting from the pens of our socialist friends 
than any other method. 
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We must not forget too that “Mr. Average Citizen” 
multiplied by millions will go to the polls next Novem- 
ber and either retain the dreamers, theorists, wasters, 
and scheming incompetent welfare-state planners, or 
vote in men dedicated to thrift, efficiency, and freedom 
from corruption in government, along with a perpetua- 
tion of free enterprise and a competitive system. No in- 
ference could be made more crystal clear. Every physi- 
cian must be alert to and recognize his duty and 
responsibility. 

Consequently and finally the following objectives are 
presented: 

1. The active fostering of, recruiting for, and partici- 
pating in voluntary health insurance. 

2. The preparation and dispensation of pamphlets 
and literature for patients, to be placed in office waiting 
rooms, concerning vital economic and medical problems. 

3. The encouragement of our membership to partici- 
pate in speaking and radio engagements before local 
organizations in our respective communities. 

4. The stimulation of local chapters and members to 
support projects in their communities, closely related to 
the field of medicine, such as school health and immuni- 
zation programs, the American Red Cross, the National 
Polio Foundation, Community Chest crives, Mental 
Hygiene Programs, Nurses’ Recruitment, Child Safety, 
Juvenile Delinquency, American Cancer Society, Amer- 
ican Heart Association, the Veterans Administration, 
the American Legion, et cetera. Such support costs 
nothing and repays in big dividends. 

5. A solemn rededication by each of us to fulfill more 
efficiently the one great function of the medical pro- 
fession, that of unselfish service to our fellow men, re- 
gardless of their race, creed, color, or economic status. 


Yes, these objectives may be idealistic, philosophic, 
unrealistic, and impractical. Many of them might better 
be accomplished on a local or state level. Some of these 
might never be realized at all. The list is not complete 
and not meant to be. The Academy is largely indebted 
to Dr. Stanley R. Truman for his brilliant work in 
developing most of these thoughts. Your chairman 
claims little originality. There will be those who will 
disagree with many of these objectives and those who 
with greater scope and vision might conceivably add 
many more. These are only intended to be thought pro- 
voking. The fundamental concept to be ever kept before 
us is that in order to keep faith with the general practice 
of medicine, we must initiate and execute a creative, 
full, active, and constructive long-range program. Your 


chairman proposes, therefore, that for objectives to be 
achieved during 1952 and 1953 on a short-range basis 
the Academy consider, among others, the following 
possibilities : 


1. An intensive and all-out effort intended to bring 
about the starting of construction of our headquarters 
building before our next Annual Assembly. 

2. Development of a nationwide personal contact 
membership campaign designed to get 5,000 more lead- 
ing general practitioners as members by the time of our 
next Annual Assembly. 

3. The adoption of plans designed to aid in placing 
in public office in 1952 those candidates dedicated to 
restoring sanity in government and pledged to the per- 
petuation of a free, unfettered American way of life. 

4. The formation and development of a National Lay 
Advisory Committee. 

Your chairman further proposes that from the pre- 
vious and additional suggestions a long-range program 
of objectives be adopted. 


In closing this report, your chairman wishes to ex- 
press his thanks and appreciation to our President, Dr. 
J. P. Sanders, to the loyal colleagues on the Board of 
Directors, the Executive Committee, and the chairmen 
and personnel of the various commissions and commit- 
tees with whom it has been his pleasure to work. With- 
out their unselfish cooperation, our forward motion 
would not have been possible. For the courteous, effi- 
cient, and capable headquarters office staff—especially 
Mac Cahal, Charles Nyberg, Greer Hermetet, William 
McVay, Miss Helen Cobb, and Mrs. Dorothy Benson 
who have done most of our seeing, and hearing, no 
praise is great enough. They and their associates have 
made our work exceedingly pleasant during the year 
just passed. 

The late Franklin D. Roosevelt made the following 
statement in one of his campaign speeches: “To many 
generations, much is given. From this generation, much 
is expected. We have a rendezvous with destiny.” No 
truer statement applicable to the present day practice of 
medicine could be made. 

The entire Academy organization, constituting a gal- 
lant team, should dedicate itself toward a common goal, 
that of attaining the highest possible individual and col- 
lective achievements in the field of general medicine. 

Respectfully submitted. 
—wW. B. Hitpesranp, M.D., Chairman 
Board of Directors 
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F* MOST of your hay fever patients this season you can prescribe longer- 
lasting relief—with the greater convenience and economy of fewer doses. 
Just prescribe Di-PARALENE Hydrochloride (Chlorcyclizine Hydrochloride, Abbott), 
a different antihistaminic with a piperazine base, outstanding for its prolonged effect. 
With Di-PARALENE, clinical studies show patients obtain symptomatic relief for 
8 to 24 hours from a single dose, compared with 4 to 6 hours from most 
other antihistaminics. Brown, et al.! considered chlorcyclizine to be one of 
the most effective antihistaminic drugs so far studied by them. Because of 
its low toxicity, few side-effects are experienced with D1-PARALENE. 
The initial adult dose is 50 mg. three times daily, which soon may 
be reduced to twice or once daily. When taken before retiring, 


D1-PARALENE may provide relief until bedtime the next night. 


This season, prescribe long-lasting relief in the form of D1-PARALENE. 
Available at all prescription pharmacies in 50-mg. 
and 25-mg. tablets, bottles of 100 and 500. Obbott 


SEND FOR LITERATUREWJust write ‘‘Di-Paralene Literature’’ on your 


8 TO 24 FROM 


A SINGLE nose prescription blank and mail to Abbott Laboratories, North Chicago, Illinois. 


RC, and Sanne ‘ia, T. (1950), Ann, Alle ray, 8:32, ‘iinunplibinnns, (CHLORCYCLIZINE HYDROCHLORIDE, ABBOTT) 
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For accurate adjustment of 


Maintenance Dosage and 


A for therapy conditions 
responding to Low Dosage 


Advantages of 5-mg. Tablets 


FLEXIBILITY— 


Used alone or in conjunction with the 
25-mg. tablets, the new 5-mg. tablets afford 
greater flexibility in adjusting dosage to 
the individual patient’s requirements. 
Fluctuations in the natural course of rheu- 
matoid arthritis may be better controlled. 


ACCURACY— 


Permit more accurate establishment of 
minimum maintenance doses, thus con- 
trolling symptoms more closely and further 
minimizing the incidence of undesirable 
physiologic effects. 


ECONOMY— 


Prevent waste of CORTONE by more exact 
correlation between requirement and dosage. 


Literature on Request 


it ACETATE 

(CORTISONE ACETATE, MERck) 


FOLLOWING BILATERAL 
ADRENALECTOMY 


*CorTONE is the registered trade-mark of IME MERCK & CoO., Inc. 


Merck & Co., Inc. for its brand of cortisone. f a oe 


This subst irst made available t 
is substance was first made available to RAHWAY, NEW JERSEY 


the world by Merck research and production. 
In Canada: MERCK & CO. Limited—Montreal 
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NEW 5-mg. Tablets 
\ 
RHEUMATOID ARTHRITIS 
ADDISON’S DISEASE 
sf 
4 | 
: 


4 Sharp & Dohme} 


ALTEPOSE® Tablets are effective adjuvant therapy in dietary management of obesity. Combining 
sympathomimetic PROPADRINE® with thyroid and DELVINAL® vinbarbital, ALTEPOSE tablets effec- 
tively depress excessive appetite, increase metabolic processes, control nervous tension, irritability. 
Bottles of 100 and 1,000 tablets. Sharp & Dohme, Philadelphia 1, Pa. 
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TEXAS AND CALIFORNIA 
CONTINUE STRUGGLE 
FOR FIRST RANK 


ON BUILDING FUND 


Texas is currently in the Number | spot, largely due 
to a considerable number of Century Club contribu- 
tions during the March Assembly. But the Golden 
State continues to show up every week with a fist- 
full of checks in smaller amounts, which keeps Cali- 
fornia a first place contender at all times. 

In cash contributions, Missouri, Massachusetts, 
Ohio, New York, Louisiana, Minnesota, Tennessee, 
and Iowa follow the two leaders, in that order. On 
pledges, the roll call reads the same, except that 
Iowa trades places with Minnesota and South 
Carolina (a newcomer among the top-ranking 
states) replaces Tennessee. 

Actual cash on hand, as of April 30, was $24,830, 
the difference being the $15,000 which was paid out 
of this account when the property was purchased. 
It is Chairman John Fowler’s hope to at least double 
this cash total before next Christmas. So—why 
don’t you sit down right now and write that check? 


3 
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(Continued on page 145) 
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VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume IV of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 


For quantity 


irrigations... 


soothing, aseptic 


THE ALKALOL COMPANY 


Taunton 2, Massachusetts 


| 
> 
3 
2 
STATE | 
Califomia. ....... 1,158 781 190 4,411 
Connecticut... ..... 300 350 50 400 
Winois +++ 400 100 400 
Indiana... #4%275 175 100 175 
lowa eee 600 100 175 300 
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WHEN FEEDING 
DIFFICULTIES ARE 


ENCOUNTERED 


PELARGON 


A lactic acid milk formula providing all the nutrient essen- 
tials required, Pelargon proves advantageous not only in the 
routine feeding of normal infants but particularly when feed- 
ing difficulties are encountered, as in prematures, in marasmic 
infants, and in infants with digestive disturbances. 

Pelargon is a spray-dried, lactic acid milk modified with 
sucrose, starch, dextrins, maltose, and dextrose. It is fortified 
with vitamins A and D, thiamine, ascorbic acid, and iron 
citrate. Its vitamin and mineral content—providing one-third 
more than the minimum daily requirement—satisfies all the 
known nutritional needs of the infant. 

The lactic acid in Pelargon promotes ready 
digestion and prompt absorption. Gastric diges- 
tion is enhanced, and the mixture of carbohy- 
drates makes for “‘spaced”’ absorption. As with 
human milk, the flocculent curds produced by 
Pelargon are of zero tension. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


GP « Volume V, Number 6 


ADVANTAGEOUS FOR ALL INFANTS... 
wile 
= 
, 
= 
3 
U 
144 


New Hampshire 
New Jersey . . 


New Improved DePuy 
ARM SLING 


Rhode Island ae eae Takes weight off patient’s neck. Distributes 
South Carolina ne weight evenly to shoulders and back. This sling 
offers more comfortable, more secure support. 
Made of lightweight, washable canvas. Praised 
by outstanding orthopedists. Small, medium and 
large. Right or left. 


2 


» MANUFACTURING COMPANY, INC. 


6,691 1,497 39,830 13,866 ee WARSAW, INDIANA 


SUPPORTS 


Working closely with the medical profession for more than 

60 years, Freeman has developed a line of surgical supports from which you can 

select and prescribe with complete confidence in the suitability of the garment 
for its purpose, quality in its construction and comfort for the wearer. 

The Freeman line of corset-type back supports includes models which provide 

supportive and conservative measures in any required a up to almost com- 


ep immobilization. This type of support has been found superior in that it can 
worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 

Mail coupon for details of Freeman quality features and free copy of pocket- 
size reference catalog. 


FREEMAN MANUFACTURING CO., Dept. 506, Sturgis, Michigan 
Please send information about Freeman features and free copy of reference catalog. 


Name. Address 


FOR WOMEN 
City. State 
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concentrate 
Complex 
cola-flavored syru 


THIS IS THE FORMULA... 


Each 30 cc. (1 fl. oz.) contains: 

Thiamine Hydrochloride...... 36 mg. 
mg. 


(Equivalent to approx. 7mg. calcium pantothenate) 


Pyridoxine Hydrochloride..... 6 mg. 
—in a delightful cola-flavored syrup. 
—Bottles of 8 fl. oz. and one pint. 
Samples on request 
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e Fitted to the juvenile appetite 
like a soft drink on a summer day. 


@ He can be served soda fountain style... 
a teaspoonful in a bottle 
of his favorite “pop” or taken straight. 


¢ Mother doesn't have to force this one...the children will actually ask for it. 
But not only junior... older folks will take it with gusto— 


© One teaspoonful is the average daily dose. 


ris 


PHILADELP 


HIA 32, PA, 
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The Gentarth formula constitutes a new, direct 
approach for relief of pain and reduction of 
swelling and joint inflammation in rheumatoid 
arthritis. Gentarth is non-hormonal in action. 

Sodium gentisate has been found to produce 
favorable results in both rheumatoid arthritis 
and acute rheumatic fever,? possibly because 
of its inhibiting effect on the hyaluronidase in 
synovial cavities.34 Inclusion of salicylate, as 
in the Gentarth formula, provides additional anal- 
gesic action and enhances effectiveness. 

Gentarth tablets also contain succinic acid to 
protect against increase in prothrombin time— 
a necessary precaution in prolonged salicylate 


therapy. 


Serving the medical profession for nearly a third of a century 


Each tablet contains: 


Sodium Gentisate . 


(representing 43% Salicylic Acid and 
3% Iodine in a Calcium-Sodium 
Phosphate buffer salt combination) 


Succinic Acid 


130 mg. 


Dosage: 2 to 4 tablets 3 or 4 times daily (after 
meals and before bedtime). 


Supplied in bottles of 100, 500 and 1,000. 
Available through all ethical pharmacies. 


1. Boyd, L.J., Lombardi, A.A., and Svigals, C.: New York Med. 
College Bull., 13:91, 1950. 

2. Meyer, K. and Ragan, C.: Mod. Concepts of Card. Disp., 17:2, 1948, 

3. Quick, A.J.: J. Biol. Chem., 101:475, 1933. 

4. Guerra, J.: J. Pharm. Exper. Ther., 87:1943, 1946, 


PHARMACAL COMPANY Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa. 


Tablets 


pain-free activity 


“The best results were obtained in patients... 
treated with sodium gentisate and salicylate’ 


The original preparation containing sodium gentisate, 
an inhibitor of the spreading factor enzyme, hyaluronidase 
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Because it contains both bacitracin and tyrothricin, 


TYROTRACE® Ointment is effective in an excep- 
tionally wide range of skin infections. Furthermore, 
topical use of these two antibiotics for local infec- 
tions eliminates the possibility of sensitizing patients 
to the antibiotics usually given orally or paren- 
terally (penicillin, streptomycin, etc.). 


INDICATIONS 

TyYROTRACE Ointment is indicated inthetreatment of pyogenic 
dermatoses and those skin infections caused or complicated 
by susceptible organisms—especially gram-positive bacteria: 
Impetigo, Infected wounds, Ecthyma, Ulcers, Folliculitis bar- 
bae, Infected dermatitis factitia, Secondary infections that 
complicate eczema and scabies. 


— 


WELL TOLERATED 
TYROTRACE Ointment is well tolerated—no sensitivity or other 
toxic reactions have been reported following its use. 


PHYSICAL PROTECTION 

TYROTRACE Ointment also serves as a water-resistant, occlu- 
sive dressing—permits use of covering bandage—helps to 
keep bandage from adhering to wound, thus avoiding injury 
to granulating tissue when dressings are changed. 


ADMINISTRATION 

TYROTRACE Ointment may be applied liberally to the infected 
area, after careful cleansing and, where necessary, debride- 
ment. One application daily is usually sufficient. 


PACKAGING 
TyYROTRACE Ointment is supplied in'!/,-ouncecollapsible tubes. 
Sharp & Dohme, Philadelphia 1, Pa. 


Sharp & Dohme 
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Bacitracin-Tyrothricin Ointment 


TyROTRACE®—the dual 
antibiotic ointment—is 
designed to provide 
more prompt clinical 
response in pyogenic 
infections of the skin. 


1000x more effective 


In vitro studies have demon- 
strated that bacitracin and ty- 
rothricin together, evenin the 
presence of serum, reduced 
Staphylococcus aureus counts 
to less than one-thousandth 
of the counts observed with 


either antibiotic alone. 
TyROTRACE has obvious advantages: 
Wider antibacterial spectrum. 
i e Better tolerated—no toxic reactions have been reported 
i following its clinical use. 
ne e Eliminates possibility of sensitizing patients to anti- 
a biotics usually given parenterally. 
3 e A liberal application once daily is frequently sufficient. 


iSharp & Dohme fj 
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Whether designed for therapeutic or prophylactic 


purposes, sound nutritional supplementation is EACH TABLET CONTAINS 
now recognized as entailing the combined syner- 1,000 U.S.P. units 
NU7TRISUP Chimedic supplies 11 vitamins and Vitamin Biz Concentrate 
15 minerals, including the potent hemopoietic fac- 
tors, vitamin and folie acid. The correlated = 
vitamin-mineral actions in Nutrisup are essential 2509. 
for efficient cellular metabolism and optimal physi- a... Beate 
ological activity. Ferrous Sulfate, Exsiccated.......... 60 mg. 
Dibasic Calcium Phosphote......... mg. 
ci - Bori Barium lodide........... 0.1 mg. 
In the many conditions which demand prompt and 
NUTRISUP Chimedic for more dependable, more Calcium mg. 
complete response. 3 me, 
1. Spies, T. D. and Butt, H. R., and Duncan, G. G.: Manganese, as Manganese Sulfate. . ..0. 5 mg. i 


Molybdenum, as Sodium Molybdate... 0.1 mg. 


Diseases of Metabolism, ed. 2, Philadelphia, W. B. Saun- Potassium, as Potassium Sulfate........ 2 mg. 
ders Co., 1947, p. 485-496. Sodium, os Sodium Chloride........... I me 
2. Waife, S. O.: The Clinical Significance of the Inter- Zine, ws Zinc Sulfate. .icescsoceses OS mg 


relation of Nutrient Factors, Med. Clinics of No. Amer 
Nov. 1949, p. 1718. 


1 c A G a Pp A RW A Ave., 40, Illinois 


Pacific Coast Branch: 1161 W. Jefferson Bivd., Los Angeles 7, Calif. ° Northwest hcaiie 5513 Airport Way, Seattle 8, Wash. 


The medicine show technique is not as far outmoded as we'd 
like to believe. There are still people who think they can di- 
agnose their own diseases and treat them successfully with 
patent medicines. Doctors know the real dangers of self-diag- 
nosis and self-treatment. 


Patients often think that deafness, too, is relatively simple, 
that it is merely a matter of degree. They delude themselves 
with thinking that simple amplification—hearing-trumpet style 
—is all that is required of a hearing aid. 


Doctors know that every person loses his hearing in an in- 
dividual way; some lose first one part of the scale and others 
another. One should not logically expect the patient himself to 
adjust his own hearing aid so as to match successfully his hearing 
loss as can be shown on a scientifically recorded audiogram.* 


SONOTONE 


the list of AMA Council 

accepted devices. provides hundreds of possible combinations of carefully 
selected elements to produce the apron hearing aid 
for a particular pattern of d d by the 
Audiographic Chart. Sonotone “sag Elmsford, N.Y. 


*“The audiogram is the best means 
for recording hearing loss...for the 
fitting of hearing aids...” Hayden, 
Austin A., Hearing Aids from Otol- 

ogists’ Audiograms — J. A.M.A. 111: 
392-596 (August 13), 1938, 
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ARISTOTLE 
FOR REASON IS THE 


HIGHEST OF OUR FACULTIES.” 
—ETHICS 


DOCTOR, YOU SELECT THE TECHNIQUE! Because of the 


authority of medical opinion throughout the years, it is our 
basic belief that the ideal method of preventing conception 
is the use of a diaphragm in conjunction with either jelly or 
cream. Under certain circumstances where diaphragms are 
not advised, physicians sometimes find it necessary to recom- 
mend the use of jelly or cream alone. Nevertheless, our 
philosophy is that the final decision of the individual patient's 
requirements must rest with the doctor. For patients’ safety 

and confidence, the Koromex Diaphragm and Koromex See maser’ — 
Jelly or Cream mean consistently effective contraception. : IN SUITABLE JELLY OR CREAM BASES 


ACTIVE INGREDIENTS: BORIC ACID 
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HOLLAND-RANTOS COMPANY, INC. @ 145 HUDSON ST., NEW YORK 13, N. Y. MERLE t. YOUNGS, PRESIDENT 
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It has been known for some time that ex- 
perimentally, carbonated water induces 
marked augmentation of the gastric con- 
tractions and of the pyloric discharge.’ 
Clinical confirmation of this experiment 
was more recently obtained when it was 
found that carbonated water administered 
with irritant drugs hastened the emptying 
time of the stomach.” 


In new clinical studies,* it has again been 
demonstrated that carbonated water left 
the stomach much more rapidly than plain 
water. That gastric emptying is definitely 
speeded by the carbonated water was 
shown by fluoroscopic examination fol- 
lowing the standard barium meal. A two- 
fold increase in speed of emptying was not 


PROVED AGAIN 
Gastric emptying speeded by carbonated beverages 


THE NATIONAL ASSOCIATION OF 
THE BOTTLED SOFT DRINK INDUSTRY 


AMERICAN BOTTLERS OF CARBONATED BEVERAGES 
WASHINGTON 6, D. C, 


unusual after drinking carbonated water. 


The same results were obtained in a second 
series of tests using a standard bouillon 
meal and direct measurement of the stom- 
ach contents. The increased emptying time 
due to carbonated water was most appar- 
ent after 15 and 30 minutes. 


These findings indicate still another rea- 
son why bottled carbonated beverages are 
valuable as stomachics. They may be pre- 
scribed as valuable adjuncts where more 
rapid gastric emptying is indicated. 

1 Carnot, P and Koskowski, 1922: Compte rend. Biol. 81:613 


2 Lolli, G., M.D. and Smith, R., B.A.: New England Journal of 
Medicine 235:80-84, ‘46. 


3 Lolli, G.: Greenberg, Leon A.: Lester, David; New England 
Ji. of Medicine 246: 13 P. 490-492, 1952. 


GP ¢ Volume V, Number 6 


i 
CARBONATED WA TO FOOD HASTENS PERISTALSIS AND PYLORIC DISCHARGE ES 
J — in ta 
NX 3 = 
/ 
-§ 
a 
152 


Prescribe Desitin Hemorrhoidal Sup- 
positories in hemorrhoids (non-surgical), 
pruritus ani, uncomplicated cryptitis, papil- 
litis, and proctitis. 


Composition: crude 

Norwegian cod liver oil, 

lanolin, zinc oxide, bis- 

A. muth subgallate, balsam 

A peru, cocoa butter base. 

No narcotic or anes- 

thetic drugs to mask 

} rectal disease. Boxes of 

12 foil-wrapped sup- 
positories. 
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it’s the influence 


of cod liver oil 


that makes the great difference in 


DESITIN 


hemorrhoidal 
SU PPOSITORIES <3 


the hemorrhoidal 
patient may sit, move 
and walk in greater comfort 
as Desitin Hemorrhoidal Suppositories with 
Cod Liver Oil act promptly to... 
e relieve pain and itching 
@ minimize bleeding 
e reduce congestion 
@ guard against trauma 


@ promote healing by virtue of their con- 
tents of high grade crude Norwegian cod liver oil, rich 
in vitamins A and D and unsaturated fatty acids (in 
proper ratio for maximum efficacy). 


Sond or samples 
DESITIN CHEMICAL COMPANY @ 


70 Ship Street ¢ Providence 2, R. |. 
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7/2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from u- 

desirable after-effects. Pulse and respiration are slowed 
@ DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 

abolished and the patient can be readily aroused.2 * 

“CHLORAL HYDRATE produces a normal type of 

sleep, and is rarely followed by ‘hangover’."! 

Dosage: One to two 7'/2 gr., or two to four 3% gr. capsules at a 
bedtime. 


CAPSULES CHLORAL HYDRATE Fe/loms 


ODORLESS NON-BARBITURATE ¢ TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE —Fellows 


for the patient who needs daytime 
© DAYTIME SEDATION sedation and relaxation with complete 
comfort, 


Dosage: One 3% gr. capsule three times a day, tig 
after meals. 3 3 gr. 
EXCRETION — Rapid and complete, therefore no depressant after-effects.> 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white capsules. . . bottles of 24's and 100's 
gr. (0.5 Gm.) Blue capsules... ............. bottles of 50's 


Professional samples and literature ow request 


ellow 


MEDICAL MFG, CO., INC. 
5 


pharmaceuticals since 1866 
22 Christopher St., New York 14, N. Y. 


1, Hyman, H. T.: An Integrated Practice of Medicine (1950) 

Geedman, L., a man, armacological Basis of ‘apeutics (1941). 22nd printi 1, 

4. Solimann, T.: A Manual! of Pharmacology, 7th ed. (1948), and Useful 1847) 
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A trusted medicinal agent for 106 years 
ARM & HAMMER and COW BRAND 
Pure Sodium Bicarbonate U.S.P. 


Familiar “bicarb” has been a trusted, de- 
pendable medication for more than a century. 
It is one of the most widely used remedies 
and found in almost every home. 

The sodium bicarbonate packed under our 
familiar trade names—Arm & Hammer and 
Cow Brand—is pure Bicarbonate of Soda and 
Classified by the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion as Official Remedies. It is U.S.P. quality. 
Not a patent medicine. 

One-half teaspoonful in a glass of cool water 


gives prompt relief from distress of acute indi- 
gestion and dyspepsia. It is recommended as 
a buffer to sulpha drugs and antibiotics. 
Externally used, a soda—solution or paste— 
gives soothing relief for skin irritations, burns, 
and itching. 


CHILDREN’S STORYBOOKS 


We have several interesting illustrated story- 
books approved by leading educators. May 
we send vou a free supply for your waiting 
room? Just write to us at the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street . 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 


GP « June, 1952 


¥ 
x 

&g ‘ and 

| 
— 
155 4 


containing in each 
ond 
sodium phosphate 18 Gm. Both 


The blood-building, 
appetite-building 


iron tonic 


with B, activity 


plus .... iron (ferrous gluconate) in tonic 
quantities 


plus . . . essential B complex vitamins well 
in excess of known minimum 
daily requirements 


plus ... pleasant taste, too 


ELIXIR CAPSULES 


BETA-CONCEMIN FERRATED 


IRON-B COMPLEX WITH Biz ACTIVITY Beta-Concemin ® 


New York CINCINNATI Toronto 
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The screen is free and clear 
when you're fluoroscoping in 
verticol. It glides up and down 
with counterpoised smoothness. 


It’s easy to convert from ra- 
diography to fluoroscopy (or 
vice versa). Simply release a 
lock and let the counterpoised 


You fluoroscope freely at any 
table angulation because you're 
moving only one carriage. With 
a separate tubestand, you have 


And there’s no outjutting mast to cramp 
your movements . . . or collide with. 


tubearm swing above or below the table. 
You can do it easily from the front. 


two things to push . . . and push uphill a 
great deal of the time. 


“little” 
things 
that 


\A Couple the Bucky to the tube- 


arm, and it’s automatically cen- 
tered. It stays that way, moving 
along with the tube until you 


You get full 10” tube travel 
across the table. And when you 
want to lock tube travel both 
ways (across and along the ta- 


release it. You can do all this without ever 
moving from your table-front position. 


ble) you simply turn this lever in the table 
front. No reaching for back-of-table locks. 


Take these random few “little” advantages (the Picker 
“Century” X-ray Unit offers dozens of them). Consider what they 
all add up to in terms of increased ease-of-operation and certainty of 
results. Now throw in the unparalleled automaticity and safety 
of its Monitor Technic Control and you'll know why the 
“Century” user is a happily satisfied user the world over. 

There are more of these fine “Century’’ 100 
MA x-ray units actively in use today than any 
other similar apparatus. On the record, you’d be 
prudent to look into it before you 
commit yourself to amy x-ray machine. 


qi 


x-ray unit 
200 MA 


PICKER X-RAY CORPORATION 
25 South Broadway, White Plains, N. Y. 
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fer your low-sodium~diel patient 


DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 
In addition to its fine salt taste, it contains glutamic 
acid to bring out the natural flavor of each food 


—and it can be used in cooking. At the same 
time its high potassium content protects 
your patient against potassium depletion, 
a hazard of low-sodium diets.' 


DIASAL LOOKS LIKE SALT “Of all the products [salt substitutes] studied, 
a DIASAL most closely approximates 


DIASAL TASTES LIKE SALT sodium chloride in... pour-quality, 
appearance and stability.” 


DIASAL POURS LIKE SALT 


DIASAL IS SAFE...-- Contains No Lithium - No Sodium - No Ammonium 


Constit :p chloride, glut acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 
It is contraindicated only in severe renal disorders and oliguria. 


DIASAL— in 2-oz. shakers and 8-oz. bottles at all pharmacies. 
Samples, literature and pads of low-sodium diets available on request. 


1, Fremont, R. E.; Rimmerman, A. B., and Shattel, H. E.: Postgrad. Med. 10:216, 1951, 
2. Rimmerman, A. B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 


E. FOUGERA & COMPANY. INC. 
75 Varick Street, New York 13, New York 
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for 
optimum protection 


UNSURPASSED 
SECURITY. .... in conception control is provided by the com- 


bination of an individually fitted occlusive 
diaphragm with a dependable spermatocidal 
jelly... encenting to authoritative current 
medical opinion.'? 


PHARMACY 


UNSURPASSED > 

QUALITY..... is provided by RAMSES* "Jelly ond 
the RAMSES Flexible Cushioned Diaphragm 
... specifically designed to insure the utmost 
in effectiveness and acceptability. 


1. Report to Council on Pharmacy & Chemistry, A.M.A.: J.A.M.A. 
148:50 (Jan. 5) 1952. 2. Dickinson, R. L.: Techniques of Con- 
ception Control, ed. 3, Baltimore, Williams & Wilkins Company, 
1950, p. 21. 


*The word RAMSES is a registered trademark of Julius Schmid, 
Inc. Active ingredients, by weight: Dodecaethyleneglycol 
monolaurate 5%; boric acid 1%; alcohol 5%. 


gynecological division 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19,N. Y. 
quality first since 1883 
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Rapid response plus virtual absence of allergic 


reactions or organism resistance mark topical 


treatment of Gram-positive infections of eye or 
skin with 


OPHTHALMIC 


OINTMENT OINTMENT 


500 units per Gm. 500 units per Gm. 


oz. tubes oz. tubes 


Antisiotic Division, Cuas. Prizer & Co., Inc., Brooxiyn 6, N. Y. 


TERRAMYCIN 
PENICILLIN 
STREPTOMYCIN 
world’s largest producer of antibiotics ptstnacioennng — 
BACITRACIN 
POLYMYXIN 
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STRENGTHEN 


the will to recovery 
in patients 
depressed by pain 


PER TABLET 
provides | salicylamide........... 250 mg. im 


effective | the more potent, better tol- 
analgesia | erated salicylate 


elevates | di-desoxyephedrine 


the hydrochloride. ...... 1 mg. 
mood effective antidepressant and 
stimulant 


improves | thiamine hydrochloride. .. 10 mg. 

ene 20 mg. 
nutritional | SUPPLIED: 
picture ascorbic acid.......... 50 mg. Bottles. of 100 


vitamins often depleted in an- 


ond 1000 tablets 
orexic, chronically ill patients 


especially 

for chronic arthritis and rheumatoid 
disorders . . . convalescence from 
influenza and other debilitating 
infections . . . pain, depression, and 
anorexia in the aged 


B. F. ASCHER & CO., INC. 


and as an Ethical Medicinals 
adjunct in chronic, recurring headaches of 


nonorganic origin . . . dysmenorrhea 
associated with poor nutrition 
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antidote 


tor 


spasm 


Tension of body and mind whether of central or 

autonomic origin finds a safe, pleasant antidote in 

Barbidonna. This logical combination of the natu- 

ral belladonna alkaloids and phenobarbital affords 

the smooth spasmolysis . . . the balanced sedation yo Each tablet or fluidram (4 cc.) of 

ixir Contains: 

00-80 essential for rapid control of smooth muscle Phenobarbital. 16.0 mg. (“4 er.) 

spasm in the gastro-intestinal, cardiovascular, re- Belladonna Alkaloids 0.134 mg. 
(approximately equivalent to % gr. belladonna 

spiratory or urogenital tracts and psycho-tension of leaves or 7 min. Tr. belladonna) 

the central nervous system. Write today for further Tablets: in bottles of 100, 500 and 1000 

‘ " Elixir: in bottles of 1 pint and 1 gallon 

information and a professional sample. 


BARBIDONNA 


VANPELT & BROWN, INC. Phcrmaceutical Chemists RICHMOND, VIRGINIA 


GP June, 1952 


MA 
NAS y 4 
\ 
\ \\ 
3 
163 
a 


No. 3 of a series 


In the treatment of alcoholism with "Antabuse"... 


Is a drinking trial recommended in elderly 
patients? 


No. In patients over 55, the alcohol test is 
not recommended, but, if possible, these 
patients should be given the opportunity to 
observe "Antabuse"—alcohol reactions in 
other individuals undergoing trial. 


The above is typical of the countless questions 
received from the medical profession. Should you 
require further information regarding this or any 
other aspect of "Antabuse" therapy, please feel free 


to call on us. Descriptive literature is available on 
request. 


Brand of specially prepared and highly purified tetraethylthiuram disulfide 


...a "Chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000 


Ayerst, McKenna & Harrison Limited + New York, N.Y. « Montreal, Canada 
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The truly therapeutic 
Multivitamin 

with both types of Bio 
_and Synthetic Vitamin A 


Niacin Amide 


Stuart 
Therapeutic 


Multivitamin 


COMPARE POTENCIES 
A{synthetic). 25,000 u.s.P. units 
(activated ergosterol) . . 1,000. us. units 

(thiamin chloride) 


‘ 
is 
ee 
>. ae * 
thera | 
Vitamins 
50% U.S.P. crystalline 
Niacin Amide ............ 150 mg. | 
LOWER COST TO YOUR PATIENTS 
= 


The truly 
therapeutic 
B Complex and C 
with both types of Bi2 
and natural B Complex 
factors 


Therapeutic 
B Complex, C 


COMPARE 


Potencies 
Completeness 
Cost to your patients 


C (ascorbic acid) 

Bi (thiamin chloride)... . 
Bo (riboflavin) 

Be (pyridoxin hydrochloride) 


B 50% U.S.P. crystalline 
50% B,2 concentrate 


Niacin Amide 
Calcium Pantothenate 


Also other members of the B Complex as present in 
Liver Fraction 2 including identified and unidentified 
B factors. 


Sey 
+ 
; ea 
2 Liver Fraction 2 5 mg. 
ve 
4, 
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Clinical experience in 
thousands of cases has 
demonstrated the notable 
safety of urinary tract 
visualization with NEo-Ilopax® 


(Sodium Iodomethamate U.S.P.). 2 


NEO-IOPAX 


aie 


The urograms obtained have 
always been noteworthy 
for their clear delineation 


of the kidneys, ureters, 


and bladder. 


| Sehering CORPORATION 


BLOOMFIELD, NEW JERSEY 


€ 


» FOR SAFETY AND ACCURACY IN UROGRAPHY ; 
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Add Orange Day 


Your Diet, Doctor.. 


for These Newly Realized 
Physiologic and Nutritional Benefits 


Recently rekindled interest again has focused atten- 
tion on the protopectins, the native form of pectin 
as it occurs in certain fruits. California oranges sup- 
ply generous amounts of these complex carbohy- 
drates. In the edible portion of the orange they 
occur in the fibrovascular bundles, the interseg- 
mental walls, and the juice sacs. Only comparatively 
small amounts are contained in the juice. 


When the fruit is eaten whole, the ingested proto- 
pectins are converted to pectin within the small 
bowel. Subjected here to progressive enzymatic ac- 
tion, and to bacterial action chiefly in the colon, 
pectin is gradually broken down into substances 
which to a large extent are responsible for its ad- 
vantageous behaviour in the intestinal tract. 


To peel an orange quickly: cut off top, 
score skin in sixths, and strip off as shown, 
leaving the valuable white material (albedo) Eating whole oranges daily can have far-reach- 


thet clings sesacelly. ing effects on nutritional health and general well- 

being, accomplished through the promotion of 
improved intestinal function, a better intestinal 
environment, and enhanced nutrient absorption. 
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The beneficial effects of the protopectins be- 
gin with the release of pectin into the intes- 
tinal contents. Here is what you may look for 
from the daily ingestion of protopectins as 
supplied by California oranges, when the fruit 
—properly peeled—is eaten whole: 


A Valuable Two-Way 

Regulatory Influence 
The protopectins help avoid many digestive 
ills and upsets. They provide a valuable sooth- 
ing and demulcent influence to counteract the 
effects of intestinal irritants; thus they aid in 
the prevention of diarrhea. Their high water- 
binding power leads to the formation of de- 
sirable gelatinous bulk which gently cleanses 
the intestinal wall and stimulates peristalsis; 
in this manner the protopectins tend to pre- 
vent constipation. 


Improved Absorption 
of Nutrients 
By lowering intestinal pH and lessening in- 
testinal fermentation and putrefaction, the 
protopectins create an environment conducive 
to more complete absorption of important 
nutrients supplied by the daily diet. Thus all 
the foods eaten yield a fuller measure of their 
contained nutrients, without leading to weight 
gain, since their caloric contribution remains 


the same. The influence of the protopectins, 
of value at every age, is especially beneficial in 
the later years of life. 


Improved Intestinal Flora 
Through the release of lower fatty acids and 
galacturonic acid the protopectins encourage 
growth of normal intestinal inhabitants. The 
consequent reduction of intestinal pH, harm- 
less to the normal flora, inhibits growth of 
many putrefactive and otherwise undesirable 
microorganisms present in the intestine. In 
addition, galacturonic acid is credited with a 
detoxifying influence within the bowel. 


These beneficial effects are over and above, 
and entirely separate from, the multiple vita- 
min values of oranges. Oranges remain the 
best practical source of vitamin C. Hence, to 
assure an adequate intake of vitamin C, by all 
means continue drinking your daily quota of 
orange juice. But for the important benefits 
the protopectins can bring you, eat at least 
one whole orange every day. 


Sunkist Oranges are the finest of the crop of 
California, where sunshine, mineral-rich soil, 
and cool nights combine to produce oranges 
of the highest quality. 


Sunkist Growers 


Los Angeles 54 . California 


Sunkist 


Califowmia Changes 
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Control 


A Potent Coronary Vasodilator 


M6 (PURE CRYSTALLINE KHELLIN) 


for assured prevention of attacks 


EFFECTIVE AMMIVIN is a potent coronary vasodilator and bronchodilator. Par- 


enteral administration facilitates obtaining effective tissue saturation 
quickly and with minimal side effects. Tissue saturation can be main- 
tained by AMMIVIN enteric coated tablets. 


AMMIVIN, parenterally administered and supplemented orally, is well 
tolerated. 


2 AMMIVIN in therapeutic dosage has a wide margin of safety. Even after 
prolonged administration it does not affect the blood pressure or pulse 


rate, alter kidney function, increase the oxygen requirements of the 
heart or stimulate the nervous system. 


vat AMMIVIN permits extreme flexibility of dosage and administration. It 
is available in solution for intramuscular injection and in enteric coated 


tablets. 
AVAILABLE: 


Ammivin Injectable: 10 cc. multiple Ammivin tablets (enteric coated): two poten- 
dose vials, 50 mg. of pure khellin cies—10 mg. per tablet, bottles of 100; 20 mg. 
per cc. per tablet, bottles of 40 and 100. 


Write for Ammivin booklet and samples 


PHILADELPHIA 44, PA. 
More Than Half a Century of Service to the Medical Profession a 
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CHLOROMYCETIN produces prompt clinical response in the 
mixed infections commonly found in pelvic inflammatory 
disease. “In mixed infection [pelvic cellulitis and abscess] 
CHLOROMYCETIN appears to be superior to penicillin, strep- 
tomycin or sulfadiazine.”! 

“The clinical response to chloramphenicol consisted of 
marked symptomatic improvement, usually within 48 
hours. ... 


“Women who had large pelvic abscesses were treated so 
effectively with chloramphenicol that posterior colpotomy, 
with drainage of the abscess, was not necessary in effecting 
a rapid cure in any of our patients who were treated with 
this antibiotic from the start.”* 


CHLOROMYCETIN (chloramphenicol, 

Parke-Davis) is supplied in the following 

forms: 

CHLOROMYCETIN Kapseals®, 250 me., bottles 
of 16 and 100, 

CHLOROMYCETIN Capsules, 100 me., bottles 
of 25 and 100, 


CHLOROMYCETIN Capsules, 50 mg., bottles of 
25 and 100.. 
CHLOROMYCETIN Ophthalmic Ointment, 1%, 
%-ounce collapsible tubes. 
CHLOROMYCETIN Ophthalmic, 25 me. dry 
powder for solution, indi- 
vidual vials with droppers. 
1. Greene, G. G.: Kentucky M. J. 50:8, 1952. 


2. Stevenson, C. S., et al.: Am. J. Obst. & Gynec. 
61:498, 1951. 
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Lhe _Geademy of General 


pleased le CE 


(2) THE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe twe most sgnificant serenlifc arvtecles 


fllited diving lhe your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Above—Polydactylism, feet; upper right 
— Polydactylism, hand; lower right— 
Fungus Infection, hands. 


Review themr...vetore you show them 


There are two sides to successful Kodaslide presentations. 
How you show your cases is important... also what you 
show. That’s why so many physicians and surgeons have 
a Kodaslide Table Viewer handy . . . why they use it con- 
stantly to edit their slides as well as to show them to 
patients and colleagues. 


heview them. ee quickly, inexpensively 


with the Kodaslide Table Viewer 4X 


Both a projector and a screen, the “4X” has an efficient 
optical system. Kodak Day-View Screen brings out full 
brilliance of transparencies in a normally lighted room 
with the projected image enlarged more than four times. 
Convenient slide changing. Handy focusing knob. AC or 
DC, 100 to 125 volts. List price, subject to change without 
notice, $49.50. 


Complete line of Kodak Photo- 
For further information see your Kodak photographic graphic Products for the Medical 
d ealer or write: Profession includes: cameras and 
5 projectors — still- and motion- 
EASTMAN KODAK COMPANY picture; film—full color and 
black-and-white including in- 
Medical Division, Rochester 4, N. _ «i frared); papers; processing 
chemicals; microfilming equip- 
ment and microfilm. 


Serving medical progress through Photography and Radiography 


TRADE-MARE 


KODacH Ome 
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Relief of spastic pain and distress...easing of tension 


Worry, anxiety, fear— 

such “pressures” often account 
for visceral spasticity. To offset 
them, Trasentine-Phenobarbital 
provides mild sedation — 

as well as effective spasmolysis, 
rapid relief of pain. 


Whenever you suspect a 
psychosomatic factor in visceral 
spasm, Trasentine-Phenobarbital 

is a logical prescription. 

Each tablet contains 50 mg. 
Trasentine hydrochloride 

and 20 mg. phenobarbital. 

Bottles of 100 and 500. 

Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


‘Trasentine: Phenobarbital 


(brand of adiphenine) 


Gilba 


2/1853M 
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It takes a 


mighty big of eggs 


to equal the thiaminé content of “Beminal” 


Forte with Vitamin C. One capsule No. 817 provides 25 mg. of thiamine, df 
and more than 400 eggs would be needed to furnish, the same amount. 
is but one feature of “Beminal” Forte with Vitamin C whichjalso contains 4 


therapeutic amounts of other B complex factors and ascorbic acid. = ; 


No. 817: Each dry-filled capsule conta 


Thiamine HCl (B,)............ Y 25.0 mg. 
Riboflawit (iis)... 12.5 mg. 
Pyridoxine HCl (B,)............ “Le mg. 
Calc. pantothen 10.0 mg. 
Vitamin C (ascorb ae 100.0 mg. 


Supplied in bottles of 30, 100, agd’ 1,000. 


~ 

| 

4 

| tewithVitaman 

Ye Ayerst, McKenna © Harrison Limited 

] 5115 22, Eage!40th Street, New York 16, N. Y. 


Hamblen states that “Premarin,” given in a cyclic fashion for several months, may bring 
about “striking adolescent changes” in the girl who has failed to develop sexually. 


Hamblen, E. C.: North Carolina M. J. 7:533 (Oct.) 1946. 
“PREMARIN” 
- in hypogenitalism 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). Tablets and liquid. 


Highly effective + Orallyactive + Well tolerated 


Ayerst, McKenna & Harrison Limited + New York, N. Y. + Montreal, Canada $222 


tor: 


‘PROTECTIVE ANTIPRURITIC OINTMENT 


The special ver-niecthll base dries as a protective 


film. No bandaging required. Washes off easily. 
Calamine, 10%; glycerine, 5% benzocaine, 1%; phenol, 0.5% menthol, 0.255 


0 m m 0 n n 0 m | n 0 r 


Why the Velvet Glove? 


he “clenched fist” (of effective antibacterial ac- 

tion) can Geliver just as effective a knock-out blow; 

‘even if it wears the “velvet glove” (of virtual free- 
' dom from adverse side effects). 

For urinary antisepsis, Mandelamine provides 

both of these clinical advantages: 


.» BROAD SPECTRUM 
ANTIBACTERIAL POTENCY 


Published studies®-*:4 show the wide range of 
Mandelamine’s effectiveness—against all the most 
common urinary pathogens, even against many 
organisms resistant to other drugs. “Comparative 
studies . . . indicate that its effectiveness is of ap- 
proximately the same order as that of the sulfona- 
mide drugs or of streptomycin.” ! 


.- VIRTUAL FREEDOM FROM 
ADVERSE DRUG REACTIONS 


The use of Mandelamine is “seldom associated 
with untoward effects ... . toxic manifestations are 
relatively rare.”! It is notably free from agranu- 
locytosis and other blood dyscrasias, cutaneous 
eruptions, anorectal complications, and neyrotox- 
icity . .. from encouraging monilial or trichomonal 


infestations or inducing drug fastness in organisms. 


More than a decade of increasing clinical use 
shows YOU CAN HAVE BOTH... with 


(Brand of Methenamine Mandelate) 
for URINARY ANTISEPSIS 


SUPPLIED: Tablets, enteric-coated, 
containing 0.25 Gm. (3% gr.) 
methenamine mandelate—bottles of 
120, 500 and 1000. 

DOSAGE: 8 or 4 tablets t.i.d. for 
adults—children in proportion. 


a NEPERA CHEMICAL CO., INC. 
REFERENCES: Yonkers 2, N.Y. 


1. Amer. Medical Association: New and 
Nonofficial Remedies, J. B. Lippincott C Pharmaceutical Manufacturers 
Philadelphia, 1951. 


8. Kirwin, T. J. & Bridges, J. P.: Am, J. Surg. 
52:477, 1941. 
4. Simons, I.: J. Urol. 64:586, 1950. 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


GENERAL PRACTITIONER 


The American Academy 


CR At last you, as an alert, progressive physician, can read 


a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of — GP! 


EXACTLY FITS YOUR NEEDS! we 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 

You may bill me for the subscription price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! ” 
payable by the 10th of next month. 


M.D. 
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“Without reservation it may be stated that CHLORESIUM . . . was 


soothing, non-toxic, and an active agent in restoring affected tissues 


to a state conducive to normal repair....”” 


A growing volume of published reports confirms the efficacy of 
CHLORESIUM OINTMENT and SoLuTION (Plain) in the topical therapy 
of resistant lesions. Here are a few comments from recent investigations: 


| an extensive crush injury of the hand provides “... an 
instance of effective healing under CHLoREsIUM therapy, follow- 
ing an apparent failure to respond to skin grafting.” 


a pilonidal cyst wound — unhealed four months after excision 
of the cyst with exteriorization— showed “complete healing... after 
use of the chlorophyll [CHLoreEstum] ointment for twelve days.”” 


a compound, comminuted fracture of the femur 
was prepared for skin grafting with CHLoREsIUM OINTMENT. 
Results obtained were “excellent.”* 


CHLORESIUM OINTMENT —1-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain)—2-ounce and 8-ounce bottles 


contain water-soluble derivatives of chlorophyll Skin Lesions: A Report of Three Cases, Postgrad. Med., 
639 to be published. 
a” as standardized in N.N.R. These derivatives, con- 2. Niemiro, B.J.: Delayed Healing in Pilonidal Cyst Wounds, 
dand hich! ified Journal Lancet, 71 :364, 1951. 
centrated and highly purified, provide the optimum 3. Gain, F.C., Zuckerman, R., and Kern, A.B.: Chloro- 
therapeutic benefits obtainable from chlorophyll. enw Therapy, New York State J. 


RYSTAN COMPANY, INC Mount Vernon, N.Y. (Aystan) 


“C d l 
‘ 
Solution (Prin) 
| 


In bacterial diarrheas: 
bacteriostasis — adsorption 


protection 


Streptomagma provides all the essentials for securing prompt and 
complete remission of many bacterial diarrheas. To accomplish these 
ends Streptomagma contains: 


@ Streptomycin... “much more effective against the coliform 
fecal flora than the sulfonamides ... not readily absorbable 
. . hon-irritating to the mucosa” 


Pectin . . . “various pectins . . . become bactericidal agents in the 
gastrointestinal tract when given together with streptomycin’? 


Kaolin . . . for “tremendous surface and high adsorptive power’’® 


Alumina gel . . . itself a potent adsorptive, acts as a suspending 
agent for the kaolin and enhances its action; soothes and 
protects the irritated intestinal mucosa. 


STREPTOMAGMA 


i trept in sulfate and pecti 
Pulaski, E. J. and Dihydrostreptomycin sulfate and pectin 


Connell, J. F., I with kaolin in alumina gel 

Bull. U rmy 

Wijeth INCORPORATED, Philadelphia 2, Pa. 
and Mast, G. W.: 
Am. J. Surg. 78 


3. Swalm, W. A.: 
Rec. 140 :26. 
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Spirits 
Stay 
UP 


Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
‘demonstrable finding in obesity”). 


YCOTIN 


acts in both ways to help 


patients succeed. 


Physiological restraint of abnormal hunger— 
Bs. aa by the non-nutritive bulk of hydrophilic 
eS? methylcellulose (500 mg. per tablet). 
a Psychological aid in combatting the 
Cee depression and anxiety that lead to 
compulsive overeating—by the niood- 
elevating action of d-amphetamine 
phosphate (2.5 mg. per tablet). 
Average Dosage: Two tablets with 


water three times daily, one-half 
hour before meals. 


eed & arnrick 
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American Bottlers of 
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Sharp & Dohme, Inc. 142, opposite 148 

Smith, Kline & French 
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Stuart Co., The .. . 
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Vanpelt & Brown, Inc 

Varick Pharmacal Co., Inc. = 

Warner, Wm. R., & Co., Inc. . . 

Welch Allyn, Inc. ae 

Whittier Laboratories . . 

Winthrop-Stearns, Inc. . 

Witmer Record Co. 

Wyeth, Inc 


new dosage form 


for the a 


Difaudid sulfate 


10 cc. 


Multiple Dose Vial 


Each cc. contains 2 mg. (1/32 gr.) dihydromorphinone 
(Dilaudid) sulfate in sterile solution—convenient and ready 


for instant use. 


Dilaudid—a powerful analgesic—dose, 1/32 grain to 1/20 grain. 
a potent cough sedative—dose, 1/128 grain to 1/64 grain. 


an opiate, may be habit forming. 


* Dilaudid is subject to Federal narcotic regulations. 
* Dilaudid®, E. Bilhuber, Inc. 


BILHUBER- 
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the New Short-Term Therapy in Acute Allergies 


The therapeutic results of short-term therapy 
with ACTHAR Gel in acute bronchial asthma and 
hypersensitivity states are vastly superior to 
conventional methods of treatment in the ma- 
jority of cases. 


ACTHAR Gel (in Gelatin)—the new repository 
ACTH preparation—brings about rapid and pro- 
longed relief; marked subjective and objective 
improvement is noted within hours, and complete 
remissions have been observed within 2 days. 
Metabolic side-effects are virtually absent due 
to the short period of therapy required. Fewer 
injections are required with ACTHAR Gel, since an 
individual dose lasts for as long as 12 to 16 hours. 


Office treatment for the ambulatory patient and 
home treatment for the bedridden are simple, 
convenient and economical. 


: HP* ACTHAR Gel—the first Highly 
ACTHAR Gel (in Gel- Purified repository ACTH preparation 
atin) is also avail- —for practical subcutaneous injec- 
able in sterile 1 cc. tion. Low-protein, low-solid char- 
B-Dt Dis posable acteristics assure minimum discom- 
Cartridge Syringes fort on administration. Supplied in 
in 20 and 40 U.S.P. 20 and 40 Armour Units per cc. in 
units (I.U.) per cc. 5 ce. vials and 1 cc. B-Dt Dispos- 
TT.M.Reg. Becton, Dickinson able Cartridge Syringe. 
ACTHAR Gel (in Gel- 
atin) is available in 
5 cc. multiple dose 
vials in 20 and 40 
U.S.P. units (1.U.) 
per cc. THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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the trend is to tablets 


for 
simplicity 
and 
safety 


controlling 
ORAL diuretics are SIMPLER iy, di = 
ORAL diuretics are SAFER Cardiac 


ORAL diuretics can be given with GREATER REGULARITY ede ma | 


ORAL diuretics are MORE CONVENIENT for patient and physician 


Among oral diuretics THE TREND IS TO— 


the simplest method of outpatient maintenance 
EFFECTIVE AND WELL TOLERATED 


To secure the greatest efficacy and all the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed... 25 to 50 tablets. 

Dosage: One or two tablets daily—morning or evening—preferably after meals. 


Available: Bottles of 100 tablets. Each tablet contains meralluride 60 mg. 


and ascorbic acid 100 mg. — 


2 
LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 


“Gy 
7 in 


LACTUM 


As nutritionally 


as it Is 


Mothers appreciate Lactum’s convenience. Feedings 
are prepared simply by the addition of water. The 1 to 1 
dilution (volume for volume) eliminates complicated 
measurements. 


development. 


Infants thrive on Lactum. Clinical 
observations* on infants fed Lactum 
show good tolerance of feedings, 
low incidence of digestive disturb- 
ances and infections, satisfactory 
growth response, and a generally 
“excellent” picture of health and 


*Frost, L. H., and Jackson, R. L.: Growth and De- 
velopment of Infants Receiving a Proprietary Prep- 
aration of Evaporated Milk with Dextri-Maltose 
and Vitamin D, J. Pediat, 39: 585-592 (Nov.) 1951. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1N D., U.S.A. 


Physicians can depend on the nutritional soundness of 
Lactum. Milk protein (16% of total calories) provides 
generously for sturdy growth and sound tissue structure. 
Whole milk contributes fat of high quality. Dextri-Maltose® 
is incorporated to “balance” the formula—so that energy 
needs may be fully met, the fat properly metabolized, and 
protein “spared” for its essential functions. 

Cow’s milk and Dextri-Maltose formulas approximating 
the proportions of Lactum have been used successfully in 
infant feeding for more than forty years. 


EVAPORATED ‘ 
MILK and DEXTRI-MALTOSE 
FORMULA FOR INFANTS 


Made trom whole milk and Dextri-Maltos®*” 
ith added vitamin D. Homogenized: 
evaporated, canned and sterilized. 


JoHNsON & CO A 1:1 dilution 


supplies 
20 calories 
per fluid ounce 
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